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Highland and Island psychiatric reflexions 


By MARTIN M. WHITTET* 


land!” is an 
for Merry Eng! 
the essayist Hazlitt says “may 
towed ironically’. But he con- 
something in the үш 
beyon 
i nd a sort of truth 

that hits у ore may feel that гаса 

arances. e a 
„жен can aptly be applied to the *Hig 
r 


lands and Islands’ of Scotland. Geographic- 
ands @ 


i i the Highlands 
‘ctorically unique, $ hlan 
a a de el nahm to imaginative 
an 


i i urate assessment. Evi- 
exaggeration аав that this started early and 
wegen n ever since—a lasting and living 
ede p. the complexities and complexes 
pri an mind. Did not Pytheas (c. 
sr йв пан ibe the region surrounding a 
pause e as ‘resembling а jellyfish in 
i э There are those who v 
arc wan! o view that psychiatry finds itse 
incline to the йи yonsttuted today 
Е nn called Pytheas p Lu s 
P л “Ап utterliar’. And аш = 
pim famous and careful сайонар E 
dose s нет later, by what for him - кн 
кта ed and inexplicable error, 
astoun 


; at least 
PES upside down, 
North Britain if «d m the north coast 
angle, 


west faced the north 
i that 
1926). 1s it s - bein 

(Watson, 1v evidence that scientific не 
this was early band inevitably at y 
ате hardly coma libility? Moreover Hector 
udae as Hebridae 
n medical text- 
and so 


‘St George 
epithet which 
have been bes ‹ 
tinued, ‘Yet there 1s 


idence ™ ig Dunain Hos- 
E gine кү еМ Northern 
xphysican Supe sultant Psychiatrist, 
verness Con! d Scotland. 


наї Board» 


ital, In 
pital, I T Hosp 


Regiona 


high places ‘let us have these Highlands and 
Islands that are attractively different and 
ambiguously difficult in order to confound 
the urbane generalizations of sophisticate 
man about his own species; to bring some 
unreality to the realist; nagging doubt to the 
cloistered historian; and panic to the planner, 
haunting him with the endless vision of time- 
less men’. Men who do not seem to fit into 
the plan, yet have a disarming courtesy and 
politeness. Men who in fact can be depended 
upon not to budge a fraction of an inch until 
the deep stirrings of the centuries of thought 
within them are ready and willing to do so. 
Men who have not been noted for slowness of 
intellect or lack of philosophy, humour or 
native pride. Men who have always been 
noted for hospitality. Could the Highlands 
and Islands have been put there in the case of 
the mere psychiatrist to make him reflect on 
the dangers of lifting the lid off a Celtic 
Pandora’s box? 

But whatever makes you think that this 
catalogue of paradox and error is as yet 
complete? It is not. Misconceptions have in 
fact kept pace with the centuries themselves— 
long in fact after the last Norse invader left in 
the year 1263. In fact some of the extra- 
ordinary conceptions about the Highlands 
and Islands were ascribed by the Rev. Donald 
MacLean (1914) to ‘the wild ebullitions of 
frenzied but ignorant scribblers? who * wrote 
what the Lowlander and the English wanted 
to know'. But Dr Johnson in 1773 wrote at 
least two things acceptable to the Highland 
mind. ‘To the Southern inhabitants of 
Scotland the state of the Mountains and 
Islands is equally unknown with that of 
Borneo or Sumatra. They are Strangers to 
the language and the manners, to the aq. 


vantages and wants of the People whose life 
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they would remodel and whose evils they 
would remedy.’ And also, ‘A man of the 
Hebrides as soon as he appears in the morn- 
ing, swallows a glass of whisky; yet they are 
not a drunken race.’ 


Facts, FIGURES AND FANTASIES 


What in fact are the differences in Highland 
and Island Psychiatry? Geographically itisa 
large area, about a third of Scotland. Quite 
large enough to magnify mistakes in assess- 
ment, but relatively sparse in population 
(200,000). The Gaelic Speech was given a bad 
Prognosis several centuries ago now, but still 
confers a bilingualism on many in the Islands 
and on the western seaboard. In music, song, 
poetry, prose and piping as well as speech, 
the cultural distinction of the people lives on. 
Economically enigmatic, the area loses each 
year a number of emigrants and gains a 
number of incomers, The Scenery is strangely 
unique in beauty, Wireless and television, 
levelling in their uniformity, cannot level the 
Mountains, nor calm the seas. Take out the 


for 1963-64 was 1323. There are outpatient 
clinics at Inverness, Stornoway, Wick, Thurso, 
Fort-William, Portree and Broadford. Some | 
idea of the relative facts and figures regarding 
admissions can be gleaned from Table 1, but 
let caution be the keynote of interpretation. No 
doubt you will have reservations about them. 
The maximum incidence of the alcoholic 
admissions is in the age range of 35-55 pa 
and that of depression in the age-range vus ] | 
years. There are occasions when there may be 
differing individual opinions as to a \ 
depressive illness should be called involution x 
melancholia or a depressive phase ofa ү” 
depressive illness. To off-set this E ces 
figures for depression have been - e 
Middle-age depression would җе : ле 
quite common. It may be nowadays tha cwm 
relative admission rate is a bit higher igi; 
Scottish average. A number of factors, zw 
as distance, absence of alternative bad 
modation, etc., may contribute to e aal 
limitations of hospital admission ra bidity 
indications of over-all psychiatric a en 4 
are well summed up by Professor ee 
Reid of the Chair of Epidemiology а en 1 
London School of Hygiene and Шер | 
Medicine, himself a Highlander, who wr ^ 
in 1960: ‘The threshold for admission i 
from the delicate balance between the sever; 3 
of the patient’s illness measured in me 
his social adaptation, the current view s ү 
doctors and the public at large and the c = 3 
of domestic or personal upset whic E 
tolerable and the prospect of effective oer 
the local hospital. An optimistic ae 
among the laity and the general practitio T 
will in itself increase pressure for yov 0 
hospital. Distance from hospital Or wets 
bility of alternative private services, ре hava 
larly for the less seriously ill patient | son V 
the contrary effect. .. Despite el me 
plexities hospital admission data ^ а 
used effectively to indicate those з ~ | | 
patterns of incidence which are the ea A 
epidemiological inquiry.’ Moreover on E Ў 
to bear in mind that to fit the indivi e 
psychiatric patient (despite the general pat- 


Table 1. 


(Rates for S 


cotland in the second two-year period, 1963-64, include admissions 
to psychiatric units in general hospitals) 


1959-60 1963-64 
T— ^ э c —— ^ 
Craig Craig 
punain Dunain 
and Scotland and Scotland 
Dunain (all Dunain (all 
LS.C. House regions) Ratio House regions) 
ict ә 
ko Diagnostic group p D ue (A2) ea 
` КЕ М 478 224 2-13 730 356 
All admissions F 461 265 1-74 593 395 
Ау. (M+F) 470 245 1:92 661 375 
А M 112 30 3-73 267 80 
322 Alcoholism Е 18 4 4:50 29 14 
Av. 65 17 3-82 148 47 
н f M 12 4 3-00 8 5 
| 307 Alcoholic psychosis Е 1 1 1-00 = 1 
I АУ 6 2 3-00 4 3 
\ Топ: м 22 6 3-67 12 12 
310 Anxiety reactio F 38 9 422 25 17 
Av. 30 7 428 18 14 
. M 5 2 2-50 3 4 
Hysterical reaction F 6 5 1:20 8 11 
TOT c 4 1:50 6 8 
4 M 26 4 6:50 18 2 
Involutional melancholia F 154 23 6-70 60 11 
Av. 90 14 6:43 39 6 
. tion M 50 112 38| 54 1:32] 207 55| 133 26| 53 
Manic depressive reac! F 32 224 66) 117 0:48) 1-91 161) 321 64) 124 
Av. 41 168 52| 86 079| 1:95 108] 227 45| 88 
fw 36 12 3-00 60 25 
Neurotic depressive x 38 28 HE 100 49 
dye 37 20 1-85 80 37 
6 5 1:20 6 6 
id states M 0- 
ia and parano! F 6 8 75 6 8 
Paranoia Aw б 6 1-00 6 7 
; M 6 16 3:94 97 30 
pathological personality р 20 $ Р 20 15 
Av. 42 11 3-82 58 22 
| M 78 52 1:50 75 56 
К hrenic disorders F 68 44 1:55 58 56 
Schizop Ax: 8 48 1-52 66 56 
1 = 1 
М = 2 
; 1 1:00 6 
iction 1 4 
Drog addictio as cd 1 2-00 4 3 
M 68 55 1-24 128 108 
x гп 120 
о diagnoses Е 79 71 145 
Remaining bus Av. 74 63 IE) 124 127 


Ratio 
A2/B2 


2:05 
1-50 
1-76 
3-34 
2:07 
3-14 
1-60 
133 
1:00 
1:47 
1:28 
0:75 
0-73 
0:75 
9-00 
5:45 
6:50 
2-12 
2:52 
2:40 
2:40 
2:04 
2:16 
1:00 
0-75 
0-86 
3:23 
1:33 
2:64 
1:34 
1:04 
1-18 
0:50 
1-50 
1-33 
1-18 
0-83 
0-98 


1-2 


Total annual admission rates (including readmissions) per 100,000 population to 
mental Hospitals by sex and diagnosis, 1959-1960 and 1963-1964 
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terns of mental illness) into the International 
Classification of mental illness, or any other 
classification, is on occasion not caviare to the 
general but a powder to Procrustes. If we 
were, for a moment, to suppose Procrustes or 
anybody else a modern figure of Highland 
blood and Tesidence, there are those who 
might be too ready to jump to the conclusion 
that his chances of becoming an alcoholic or 
developing middle-aged depression would 
Tate pretty high—much higher in fact than if 
he resided in say 
let alone Paddington or Pimlico, Yet the 


medical writings of the Highlands might or 
might not be on t 


accounted for one ; 
But at least 1595 


Dr Primrose Wrote in 1962: ‘We fi 


nd in this 
Parish in the psychosis а ten 


Medical Journal to 


givin 
Snares Was pleased to print: “Angry shouts di 
ubbish ”, nonsense” and 
Wiehe, Tot” rang out as 


erT people—that three times as 
pital for alcoholism," 
Morrison (1964) wrote 
mental hospitals in Scot- 


land for alcoholic psychosis and alcoholism 
are found to be about four times higher than 
in England and Wales. Within Scotland the 
highest admission rates are in the Northern 
Regional Hospital Board area’, but he did 
preface this article by the sentence—a vital 
sentence— These data have many limitations.’ 
Dr Ratcliffe (1966) raised the interesting point 
that where the hospital rate for alcoholic 
admissions is high the prison rate for alco- 
holics may be correspondingly low and he 
cited Inverness as a possible example. | 

Perhaps you are saying “But what is an 
alcoholic?’ ‘What is the definition?’ ‘What is 
a depression?’ Can, in fact, an alcoholic be 
defined? But definitive minutiae are rarely 
productive of greater accuracy in statistical 
returns. Therefore an alcoholic is taken to be 
what you or I would mean by one. And some 
of you may be saying at this stage, ‘But what 
about first admissions to hospital?’ (Table 2). 
The rates in the table of first admissions do 
not show very much alteration. Alcohol is 
slightly down and depression slightly up. But 
such Tables do not show by any means all. 
A number of diverse facets cannot be gleaned 
from tables. For example, the fact that in 
puerperal illness mother and infant "n 
admitted together to a single room—which 
has been the practice for the last 10 years— 
and that an appreciable number of psycho- 
paths hail from outwith the area, and that 
Outpatient E.C.T., because of distance, is 
minimal. . 

Yet the major issues of alcoholism and 
depression might be considered to merit 
further consideration. The New York taxi- 
driver is said to be proverbial and perhaps as 
much of a myth as the London policeman. 
But what is the truth about the* Gloom of the 
Isles’, and the ‘Highland Alcoholic’? It is 
arguable whether or not ‘Highland Hospi- 
tality’ is known to many who have never 
crossed the Highland line. It is almost a clang 
association and the next word in all proba- 
bility is ‘galore’. Sir Compton Mackenzie by 
the very title of his book Whisky Galore (let 
alone the film) has imprinted a deep memory 
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"st admissions only—numbers and rates per 100,000 population to mental 


Table 2. Fir 
psychiatric units) during 1964 by sex and diagnosis 


hospitals (including 


By sex Persons 
a Д Я i © = 
Craig Dunain Craig Ratio 
Scotland Hospital and Dunain of 
(all Hospitals) Dunain House Hospital Craig 
m Sootland and Dunain 
LS.C. Male Female Male Female (all Dunain to 
lit > M y x ie —^ Hospitals) House Scotland 
Diagnosis no. No. Rate No. Rate No. Rate No. Rate Rate Rate 


No 


Alcoholism 322 862 34 164 6 1 97 12 12 20 54 3s 


: ; = NS са 2 
| Alcoholic psychosis 307 76 3 D : 4 2:0 
| Anxiety ба и 310 193 8 269 2 1 т E 19 9 13 1-4 
ysterical reaction ai s x E З > 3 0:6 
" nvolutional 
| melancholia x zz іш АБН 16 17 3 16 53 
Manic i 
Ens dl ag 2d 10 G7 30 19 7 59 & 15 40 23 
Neu К * 
"c ен; eS 26 28 55 57 19 43 РА 
Paranoia а ranoid 
nma and pa o 75 3 10 4 5 = : e 3 2 0-7 
Pathological personality 320 287 ELSE. d d 22 
Schi Ў 
== зоо аш 16 45 16 20 21 25 26 — 16 24 id 
Drug addiction zs n» 1% 6o: tl 1 1 10 
aE M other _ 1684 69 2374 88 88 96 88 90 78 92 12 
Ses 
| All first admissions a271 171 5090 188 308 329 286 295 180 312 i3 


for all diagnoses 


Jy Depressive states (involu- 

LJ Pi ap ay mani g 241338 49 59 63 130 15 37 99 21 
sive reaction, 

Neurotic depressive reaction) 


i at must be the his Hanoverians after Culloden some 
trace in the human mE i an inspiration centuries or so ago, but who have also in 1966 
envy of the party р oisseur of the malt or the heard of "the fun’ of gorging goof pills just 
to the copious соп bundant ammunition for for kicks in, say, London, and of the art of 
barley. It provides pe in essence portrays а battling with beer bottles on blood-stained 
abstainers’ unions; of some delicacy for the soccer stadiums of the South, and of the 
creative caricature this latter group are to be “Wine Chariots’ or late Saturday buses 
discerning. Among ho happen to stay in the running in Glasgow. Who can blame any of 
found not a few jelands—peoPle who have из for preferring whisky to methylated spirits 
cen a of the worst exis at ү eee coal gas in milis; and even, dare one 
French Revolution and of Cumberland and say, to wine or beer? Whisky is after all the 
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wine of our country. It also happens to be 
one of the oldest and, in moderation, the 
safest of the tranquillizers. 

The statistical facts, if they are accurate, 
indicate a relatively high admission rate for 
alcoholism and depression. Yet this is a 
limited approach. What are the wider views? 
It is fitting for an ordinary psychiatrist to be 
Sensitive to the views of others, and the family 
doctors are surely the front line medical 
participants in the community. Some 245 
years ago Edward Lluyd, then keeper of the 
Ashmolean Museum at Oxford, sent out what 
must have been the first questionnaire (in- 
cluding medical questions) to the Highlands 
and Islands. He was well ahead of his time. 
For upwards of some 200 years the people 
have presumably been left in peace, but in 
1965 the family doctors (85% of them) 
replied to another questionnaire as 


shown in 
Table 3. The questions are admitted 


ly limited 
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in scope and conception and the answers 
individual in experience and assessment. Yet 
the table speaks for itself. In addition many 
of the family doctors were kind enough to 
give individual comments. These for con- 
siderations of anonymity if not of public 
safety have been ‘scrambled’ in Lewis Carrol 
fashion: : 
*Alcoholism is no great problem in my 
practice because the alcoholics neither seek 
nor accept advice." 
*Alcoholism does not presentasa great prob- 
lem, but depression is high for size of pu 
* The chief change, I think, is in the amon 
of social daily drinking, especially among t! 
ounger group.’ 
: аиа i few young people here for 
drink to be a problem with them." 
*There seems to be a definite increase А 
drinking amongst females, a result of im 
proved hotel facilities." 


in 


65) 
Table 3. Answers to questionnaire by the family doctors in the Highlands and Islands (19 


(1) Does alcoholism in 


Highland 
mainland Islands Total 


Not Not Not tal 
Yes No sure Yes No sure Yes No sure TO 


Alcoholism 


our practi 
DIY e Your practice present a great 31 54 3 9 21 — 40 75 3 118 
(2) Do you think it is in general on the increase? жача НИИ CU AN 
e a 10 y been in another practice outside the 
orthern Region, do you find 
ud you find it a greater problem 31 14 43 8 9 13 39 23 56 118 
(4) Is there an increase in the consumpti 
mpt f alcoh 
snicng young peopl ption of alcohol 71 1 62 6 2 93 17 8 118 
Depression 

а) Do you feel that the incidence of depression is ? 

high in your practice? Bese gp 9m 41 
(2) Do you feel that middle-age depression is com- 8 

mon in your practice? ee 3 19 ir — ню 3 H 
е If you have been in another Practice outside the 

SR Region, do you find it a greater problem 8 
4 T | 2 23 43 12 41434275711 
(4) Is there an Increasing tendency for young people 8 
to take an overdose of drugs in a suicidal attempt? 15 6 4 1 29 — 16 98 41 
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‘Bed and Breakfast has a demoralizing 
effect on the local people.’ А 

‘This is a pretty wide awake community 
with few repressions.’ | 

‘I would think, however, that depressive 
states would be more common In the absence 
of the drinking habits." 

*New industry has brought pepe from 
outside the North and the drink and crime 
has increased." І = 

‘There is an increase in alcoholic addiction. 
There is a good deal of drinking but not um 
than years ago, except that the younger wag 
earners do more of it.’ 

‘Local dances now attrac 

i nk. 
distance who get drun! 

* Alcohol was used in the West as a an 
between an anti-depressant and a tranq WE 
lizer and on the whole it worked very well. 
ү ha d far fewer jittery inadequate ae 

1 

be (at least, on surface) They had spre 
t рап? become addicts. panes 
mt Pon increases as the wage ee: 
in нз People can afford spirits even à 
incr . х А 

i rice. р 
e oe per - days." ‘Alcoholism 

Я гі 4 = 
А e problem it was in the olden times. 
is no 


‘Drink i rse 
T i ee Highland churches could 
e 


А iding the youth. 

play a more active role in Grape en и all 
i an if 

of condemning d form 

pie dide could come du pig 

М ion meeti 

clubs, discussio . The youth 

Lee ei еМ clubs, and so on y 


tlets than their 

healthy out'e 
eer en their minister and the 
drink and wou h respectand tolerance. 


church and religion t complaints now of 


uen 
ив M E ess and tiredness”. ‘I feel 
“exhaustion, wear requesting or re- 


eo le ; 
titat thie sme of Franquillizers is far too 


t people from a 


quiring sedatives © 


Lo fed up with the young te era 
“Тат fe 


i Ider 
hing. I hear o 
i for everything. 
folk sa P oae took а drink ata i 
when vonfisl In my experience Mr 
M E н ва the piles of bottles o 
alse. I r 


the village hall.’ 


“The young folks are less “sleekit” nowa- 
days—Three cheers!’ 

“Alcoholism. This is the most difficult 
problem I have to deal with; more difficult 
than cancer. Even in the most untreatable and 
incurable cases of cancer there is a good and 
kindly co-operation and symbiosis between 
the patient and the household and the com- 
munity. With the alcoholic it is otherwise and 
as the condition progresses the deterioration 
of the patient is so often accompanied by 
growing hostility in place of sympathy. It is 
certainly an outstanding example of the work 
of the devil." 

“Depression is high on the west coast but 
it is a much simpler straightforward depres- 
sion—part of the Celtic twilight! Here [on the 
east coast] there is a high incidence of 
depression too, but it is more complicated— 
a mixed bag of anxiety and depression and 
this isn't so amenable to treatment, unfortu- 
nately.” 

‘I had to deal with more cases of suicide 
in my English practice than I have encountered 
here." 

“More patients are admitted to hospital for 
depression now. Whether this is due to any 
increase in the incidence of depression or 
whether patients consult their doctors more 
readily now, I am not sure." 

* Depression is five times more common in 
my practice here than it was in my practice 
in the south-east of Scotland." 

“Inbreeding is a cause of depression.’ ‘My 
previous experience was abroad in hospitals 
or at sea with a shipping line. I dare not 
mention alcoholism at sea!’ 

In the wider field the views of the police are 
in general taken more seriously than those of 
psychiatrists and it is a mistake to underrate 
their understanding of psychological machi- 
nations. The Chief Constables of the counties 
of Inverness, Ross and Cromarty, Sutherland 
and Caithness, as well as of the Burgh of 
Inverness, kindly gave their views, which can 
be summarized thus. All four said that they 
did not consider alcoholism a special prob- 
lem compared to other areas. Two out of the 
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four said there was no increase in drunken- 
ness in recent years. One commented on the 
fact that the figures had gone up but this 
could be attributed to the influx of workers 
to hydro-electric schemes. One pointed out 
that in his area (Caithness) the number of 
licensed premises and clubs has more than 
doubled in the past 33 years but ‘regular 
heavy drinking is not too evident’. Is there an 
increase in drinking among young people? 
‘I would say that there is an increase in the 
consumption of alcohol in the late teens and 
early twenties.’ ‘I do not consider that there 
is an increase in drinking in young people in 
this area.’ * This may be so.’ ‘There is without 
doubt an increase in the consumption of 
alcohol among young people in their late 
teens or early twenties. The young people 


have good Wages and quite often little or no 
commitments and they are in a position to 
Spend a fair amou 


1 nt on their cars, dances and 
Iquor." 


nature as they find 
to statistics, T 


© very distinguished 
authors feel about 
about depression? 
indly replied, ‘The 


Ttain amount of r 
but this is entirely abse 
islands. I do not know, 


dealing with the economic problem of the 
Islands has been made all too successfully. 

Eric Linklater’s riposte was: ‘I have in my 
time seen hearty drinking in the Highlands 
and Islands of Scotland but no evidence of 
any general or widespread "addiction" to 
drink if “addiction” is pejoratively used to 
indicate a pernicious habit. The Highlander 
is by nature convivial and nearly all ос 
have, as well as palates appreciative x 
whisky, a sentimental regard for it. be 
weddings and funerals, therefore, and nota ‘ 
about the time of the New Year, a good dea 
of whisky is commonly drunk and ped 
is not always maintained...It has to be Ai 
mitted, however, that among the iip T 
young there are those who drink to ae 
with no larger excuse than a Saturday i 
dance; they have grown up without kein 
fathers’ respect for whisky, and often dri ; 
it mixed with lemonade. They аге погат, 
and some may become “addicts”. e € 
months of fishing and shooting a hearty “ 
was much enjoyed by ghillies, ы nh 
stalkers—expected by them indeed— but irs 
after all, was a holiday libation and prope ba 
holiday time. Pipers, perhaps, poeni 
heavily than ministers of the Estabh n 
Church; though not, I think, the best ав 
And if they did who would grudge them a 
pleasure?...The Highlander is a puc 
creature, and he has romanticized his ТЕГ 
drink and his liking for it. That, in my Wo 
is the only reason for the popular notion e 
he drinks too much, or more than anyo 
else." А 

A paragraph іп the Stornoway iin 
(1966) exemplifies Eric Linklater's уишн. 
“Twenty-five years ago the S.S. Politician 6 
off Barra with 22,000 cases of whisky ao 
Some was “salvaged” by the Islan pe 
(Whisky Galore was based on the е А 
This year the anniversary was marked I 
small party of local divers revisiting the WT « 
On surfacing they said that the botte г 
whisky had deteriorated and this dashed p 4 
hopes of ‘each being able to take home 3 
bottles for use as conversation starters. 
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Neil Gunn's book Whisky and Scotland, a 
Practical and Spiritual Survey, dedicated to 
‘Those outside the Pale’, portrays, with the 
imagination of history, the experimenter who 
first distilled whisky. ‘The man was a bit 
tired, exasperated for things had gone жн 
_. and not a little weary with the dullness o 
social life, including the looks of women = 
the ambitions of fools.’ And then re ye 
went up. ..'Clearly it was not water he ha 


drunk, it was life." . 4 
In discussing the questions of Mp 
ism and depression Neil Gunn stressed that 


alcoholic indulgence in the capere 
Islands is predominantly of a e» гуд 
nature and probably по Lx к пае 
where; Highland niin ere та 
чаз ne ана Ceilidhs in the old days 
didn't me that people became — 
He feels that often a false > 
created by cold statistics far сщ oe 
the warmth of life. The maj o кн 
take alcoholand keep it in its pe E — 
a song about the minority an - Id 
the majority who know how = sapie 
He also stressed that the breal pa ted я 
n of the small «шиши, - epa 
cra oie м i Urs is there- 
nup ives of the 
fore liable to come upon L e a: a. 
people who have à pa : € ean 
them. Eod ym Kona and depressing 
tragedies to t ui Central Authorities 
attitude АР instanced recently by pe 
е hydro-electric schemes an 
Highland Sag A ice ated "T o- 
Gratitude ered, in no small measure, Ed 
pressed Е acne of the limitations о a 
es s mult: If ere isan DE 
i a ee among the өрү ae 
suggest that нарт = indulgence? 
There are also international coque o 
iade There is the striking E, pa = 
on account of mutual persp > 


statistically valid * World Cup’ for alcoholism. 
The psychiatrist is left merely to conjecture in 
his mind which countries, other than his own, 
he feels certain would qualify. 

If indeed there is in this area a higher 
incidence of alcoholism and depression, what 
are the causes? Enough to satisfy the specula- 
tive fancy in many directions. One could 
instance in relation to melancholia the depres- 
sing history since Culloden of clearances, 
emigration and tragedies. Probably factors 
could be found in extremes of religion, 
climate, intermarriage, economics. One could 
cite the admixture of Scandinavian blood; 
the necessity of the young to seek employment 
in the south, leaving an ageing population, 
etc. But instead of adding to the ‘wild 
ebullitions of frenzied but ignorant scrib- 
blers’ it might be more advantageous to ask 
how many of these same factors could apply 
to Ireland?. An Ireland of which McDermott 
(1908) wrote, ‘The common idea of the 
elimination of the sane element does not bear 
scrutiny; the emigrant is no saner than the 
Irishman staying at home.’ Walsh (1962), 
while referring to the difference between con- 
vivial and addictive drinking, says * Neverthe- 
less it seems fairly clear that the Irish are in a 
general sense freer in their use of alcohol than 
most nationalities. . . Alcohol too has in high 
degree the effect of inducing and enhancing 
the fantasy life which is so inherently a part 
of the Irish cultural heritage. In the last 
resort how can absolute evidence of alcohol- 
ism in any area be determined? Much may 
be hidden from not only the public gaze but 
from family doctors, neighbours and even 
from relations. Perhaps on balance more may 
be hidden in cities than in country districts. 
The data printed here are imperfect. All such 
data by the inherent nature of the problem 
are likely to be subject to qualifications, 
although detailed studies might overcome 
some of the limitations. We don't know how 
many heavy drinkers become alcoholics and 
why. We don't know, even if there is an 
increase in alcoholic consumption by the 
young, whether there will in fact be more 
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alcoholics in the future. A man who is beaten 
by alcohol may well be very different from his 
neighbour similarly afflicted. Are we sure we 
can define an alcoholic between friends let 
alone between nations? 

We can perhaps be in a way more certain of 
figures in relation to two irrevocable acts of 
the human mind—the psychiatric ultimates— 
suicide and homicide. Clinically the associa- 
tion between depression and suicide, and 
alcoholism and suicide, is largely imprinted 
on our minds. If the alcoholic and depressive 
rate is high in the Highlands and Islands, 
what about suicides? 

The suicide rate is apparently low. Is this 
Paradoxical? As long ago as 1881 Morselli 
wrote in his book on suicide, ‘Scotland and 
Wales, composed almost entirely of moun- 
tains, give scarcely half the number of suicides 
(per head of population) which fertile and 
almost flat England yields.’ He also maintained 
the lower rates were seen in the mountainous 
zones of Norway and Sweden, and that in 
Germany in the great Germanic plain from 
the Elbe to the Oder suicide is at its maximum. 
Morselli asserted further that the regions of 
the great rivers of the plains are most afflicted 
by a high suicide rate—the Seine, Danube, 
Thames, etc. Yet on the contrary on marshy 
От excessively low lands the suicidal tendency 


diminishes and he cited Ireland, the Zuyder 
Zee and Jutland. 

With regard to race his observations were 
that the highest numbers were given by two 
countries of Germanic race, and the two 
stocks—German and Scandinavian—divided 
this supremacy. Anglo-Saxons come much 
further down the list but not nearly so far 
down as the Celtic Roman races (Bretons, 
Gaels, Romans, Cambrians, Picts and Scots). 
Lowest of all in Europe came the Slavs. He 
noted differences due to climate, wealth and 
religion—Protestants, Catholics and — 
commonly coming in descending order i 
frequency. Morselli also subscribed to t А 
school of thought which considered that іп 2 
area where the murder rate was high the 
suicide rate was low. He also remarked that 
statistics have to struggle against “so e 
hidden causes of error or inexactitude a 
noted the possible lack of uniformity x 
recording suicidal deaths. His words of mee 
80 years ago may sound fresh in our ea ^ 
Yet his figures are at a safe gp 
history. What of more local and m 
modern statistics? (See Table 4.) е 

It is common knowledge and perhaps d 4 
than chance that Nairn and Caithness are 2i 
least Celtic and the most flat areas ce) 
Highlands and Islands. The very name ‘Hig 


Table 4. Mortality at all ages from suicide (E963: E970-E979): Northern Region 


(Total number during the 15 
100,000 at all ages, for Nort 


"year period in Northe 
hern Region 1950-64, a 


т 
тп Region by county, and average annual eem B) 
nd for Scotland and England and Wales 1950- 


Males Females Persons 

f 65 A — EN ш 
er 

Per Per 0 

Deaths 100,000 Deaths 100,000 Deaths 100,00 
Inverness (mainland and Islands) 34 5-42 9 1-42 43 3-41 
Nairnshire 4 6-75 4 5:87 8 6:16 
Ross (mainland and Islands) 25 5-86 4 0-88 29 3:26 
Sutherland 8 "Es ki i d 3.90 
Caithness 16 ло 2 ы a 588 
Total for Northern Region 87 6-22 23 1:58 110 3.85 
Scotland (1950-63) E -— _ iem E 7:50 
England and Wales (1950-63) =. 14-16 a 848 $8 11:24 
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Table 5. Suicide; Mean annual death rate per million population in certain countries 


r = 407765: for D.F. + (N-Z) = 16, P< 0-001. 


1861-1876 
1 Denmark 262 
2 Austria 221 
3 Switzerland 178 
4 Germany, excl. Prussia 160 
5 France 141 
6 South Australia 90 
7 Sweden 84 
8 Norway 74 
9 England 72 
10 Belgium 45 
11 Wales 42 
12 Netherlands 40 
13 Finland 38 
14 Scotland 35 
15 Italy 34 
16 United States 32 
17 Spain 17 
18 Ireland (complete) 16 


Sources: Morselli (1883), 
daries in 1956; W.H.O. (1961). 


Table 6. Convictions for 


Approximate 
population 
England and Wales y um 
Scotland ОЮ 


Highlands and Islands 


conveys that the rest of 


this region is the most mountamons TE 
land. How far have Morselli’s genera EA 
lations been borne out over the best ce a 
century?—a century of changing relig x. 
social and economic conditions, two w ja 
wars—a century Of advances Ri 
medicine and in psychiatry (see 2 P o 
Relatively speaking the wa о mee 
in the Highland and Island area = E e 
to be large. Comparative data are di P Dm 
come by. Official and unofficial statis à 
produce the Table 6. But this wx x 
incomplete picture; these figures deal wi 


lands? itself clearly 


1956-1958 
Є m X 
] Austria 234 
2 Denmark 219 
3 Finland 219 
4 Switzerland 211 
5 Sweden 191 
6 West Germany 187 
7 France 168 
8 Belgium 148 
9 England 119 
10 Australia 117 
11 United States 102 
12 Wales 94 
13 Scotland 82 
14 Norway 73 
15 Italy , 64 
16 Netherlands 64 
17 Spain 52 


18 Ireland (complete) 29 


table xm, p. 84, with countries grouped to conform approximately to boun- 


murder, manslaughter and culpable homicide, 1953-63 


Manslaughter Rate per 

or culpable million 

Murder homicide Total per year 
395 969 1364 27 
43 148 191 34 
1 4 5 2:3 


convictions for murder and not with indict- 
ments for murder. In the years 1953-65 in the 
Highlands and Islands there were, as far as 
can be ascertained, sixteen persons accused 
of murder and three of attempted murder. 
In a number of cases the Crown accepted a 
plea to a reduced charge. In five cases the 
accused was found to be of unsound mind and 
unfit to plead. The Scottish practice has been 
for procurator fiscals to obtain psychiatric 
reports on the mental state of all persons 
accused of murder. It is thus possible to 
compare usefully a series of persons examined 
in these circumstances in this area with a 
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Table 7. Persons accused of murder 


No. accused 
Male 
Female 
Total (9 born in the area) 
Average age of accused 
Male 
Female 
Mental state 
No mental abnormality 
Psychopathic Personality 
Psychosis 
Mental subnormality 
Total 


Alcohol involved 

Previous murder charge 

Previous offence involving violence 
Considered liable to repeat the act 
Attempt at suicide following incident 
Victim related to accused 

Found not guilty or not proven 
Prison or Borstal sentence 


Sent to state or ordinary mental hospital 


* Including 3 attempted murder charges. 


Tecent survey of cases of murder in the west of 
Scotland by Dr Hunter Gillies (1965). The 
tables cannot be used to compare total inci- 
dence. (See Table 7.) 

Generalization 
table would see 


West of Scotland 
Highlands (Glasgow area) 
and Islands, 1953-63 
1953-mid 1966 (Gillies, 1965) 


15 59 
4 J 
19* 667 
30 28 
29 31 
9 30 
4 18 
5 14 
1 4 
19 66 
10 36 
0 0 
5 22 
3 2 
3 3 
11 21 
2 4 
5 22 


T One Hanged 


recur. For what it is worth, it did seem баа 
the murders would have been commit te 
whether or not hanging was the шш 
penalty in law.’ No one in үе. prd 
however, was a professional crimina T ati 
committed murder in furtherance of tl ^ 
or robbery. One of the accused in the a 4 
land series said he wanted to be a 
because this event, like the Crucifixion on 
Christ, would make a profound impress те 
the world. Another murderer, a melancho 
felt that in his own case hanging would 
too good a fate. 


A SHORTER CATECHISM T 
ri 
A motley maze of figures surely "Y jë 
cautious interpretation—merits indee Бар 
cool reflexion of the sequestered river 
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far from the corridors of power. Was it not 
Donald, a Highland ghillie (surely the epi- 
tome of the natural metaphysician), who had 
started it off by the “simple” ipsun Is 
psychiatry any different up here doctor? But 
when he had heard the gist of all this he 
merely gave a grunt before saying, “When yor 
go out on the hill looking for stags it s easy o 
count the same deer twice.’ It was himself who 
broke the ensuing silence by adding, If we 
see through a glass but darkly, I suppose 
through other people’s glasses it is — d 
darkly. The man who has never smoke or 
taken a dram is well worth watching, doctor. 
Moderation in all things is the law of ao 
You psychiatrists don’t know пад : = 
re «| P d db to be 
enough faith in the sc 
say philosophic—but you can ema = 
human,’ Words like these are calcul ei 
re-echo in one's mind, jabbing the cobw 

ingi ency. 
gue pae David Yellowlees (1949) 
put i this way: ‘While physiology pe ч 
Objective facts and processes which a 
propriate and fruitful fields ps s vend 
study, philosophy deals with t de ior 
Sos mu MED yide телшш it can 
values. Science can only deal wit € e E 
say nothing about the essential m vet es 
value of anything OF about p nés of 
ness. If we Re а et vs dien as if 

an 
арра accept а anges 
which claims to be both scientific an 
Ivor Batchelor 
plete.” And did not a aia чат 
er the wor! 5 

а be learned in several ict jon 
should have a reasonably рс у чне 
some measure mathematical 5 Eri 
complete and excellent PY ретаз and 
one might add eno Е ^ 
is ta understand i dose v 
medicine does some good. twice rigen pin 
enough philosophy 
fr агае. trial and error. Indeed etd 
same human mind from which spring 
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zealous pursuit of science paradoxically 
presents science with the greatest and most 
definitive of limitations. Not for us today, of 
course, to sacrifice the fine white animals by 
knocking their brains out or puncturing their 
livers for prophecies, and yet there seems a 
pristine freshness in MacCulloch's words of 
1824, *Fill your pockets with pills and you 
will be pestered and adored wherever you go. 
Diseases too will rise up on all sides.’ This is 
not to decry scientific advance, but how 
scientific in fact is the present use of tranquil- 
lizers? How far is our debt to empiricism con- 
cealed under a smokescreen of pseudo- 

scientific murmurings and not inexpensive 

expediency really only worthy of some latter- 
day druid?—a latter-day druid with the 
primitive resurgent urge to master, stifle or 
banish the tremendous and frightening power 
of human emotions. Helen of long ago in 

E. V. Rieu's Homer's Odyssey (1945), (trans- 

lated before the present wave of tranquillizers), 

had ‘a happy thought’. She slipped a 

drug into wine—' No one that swallowed this 

could shed a single tear that day even for the 

death of his mother and father, or if they put 

his brother or son to the sword and he were 

there to see it done.' The drug was a power- 

ful anodynic Egyptian herb—stronger than 

mistletoe! 

Dr Angus MacNiven (1944) described the 
legal conception of the mind as ‘an ingenious 
invention of the judges who made the rules’. 
But the medical conception of the mind may 
only be a little less of an artifact, especially if 
it overlooks the question of ‘ original sin’. The 
thought that no two human minds as no two 
human faces are quite the same even in Wool- 
worth's on a wet day was interrupted by the 
ghillie's brisk return to the attack, ‘How do 
you doctors really assess things like character, 
faith, humour, low cunning or feminine 
intuition? Don’t you often get taken in?’ 
“Yes indeed’, was the only possible retort but 
with it came an increasing awareness that the 
psychiatrist’s privilege of checking the tickets 
in the chromosome lottery carries with it 
heavy responsibilities and a very doubtful 
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mandate for interfering with the draw. Brain 
grafting may be as yet science fiction but there 
is some evidence that injection of ribonucleic 
acid conveys memory traces from one rat to 
another (Osmundsen, 1965). If this is applic- 
able to humans as is thought possible, it 
would be a case of ribonucleic acid from 
someone but from whom? Might not ribo- 
nucleic acid from a Cleopatra have untold 
effects on a Joan of Arc, or some from a 
Kipling on a Karl Marx? A field-marshal’s 
ribonucleic acid might hold dangers for, say, 
an archbishop of Canterbury, or some from 
one of the Great Train Robbers for a budding 
lord chief justice or a member of the Howard 
League for Penal Reform. Perhaps the 
psychiatrist’s salvation like that of the 
Alcoholics Anonymous may lie in the 
fourteenth-century generals prayer—' God 
grant us the serenity to accept the things we 
cannot change, the courage to change the 
things we can and the wisdom to know the 
difference,’ 

Certainly the dilemma of the present-day 
psychiatrist puts some pith into the proverb, 
“Better a lucky physician than a learned one,’ 
Most psychiatrists of whatever creed show a 
tacit acceptance of a belief in psycho-physical 
interaction in relation to their treatment of the 
individual patient. The antithesis must remain 
that our brain is a democracy of ten thousand 
million nerve cells yet it provides us with a 
unified experience (Eccles, 1965). The practi- 
cal dilemma of the psychiatrist today is that 
he finds himself placed in the same relation- 
ship to the mind as a rugby player is to the 
ball. Not only is he allowed to handle the 
mind with psycho-therapy but he can also by 
means of the brain kick it around with 
physical treatment and potent pills. He can 
also, of course, keep it under his foot or 
smother it with sedatives. A Tugby player is 
not likely to knock the ball permanently out 
of shape by handling it, but if he kicks it too 
hard and too often or too long the ball will 
never be in quite the same shape again; yet 
he may on many occasions with some justifi- 
cation feel that more immediate headway is 
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made by kicking it. One is aware that the 
purists, and some who are possibly not 50 
pure, feel there is too much kicking in rugby 
today. The ghillie blew these reflexions aside 
with a final blast: ‘Do psychiatrists really say 
things like “burping in children denotes 
personality?” It is difficult for an ordinary 
man like me to understand it—you know 
what I mean, sir?’ ‘Perhaps, Donald,’ came 
my weak reply, ‘he was badly reported.’ p: 
there also came the echo of an utterance © 
General De Gaulle—‘I refuse to place € 
destiny of France in the hands of a wee 
technocracy acknowledging no patrio * 
feelings.’ The fact that one cannot Ше 
patriotism or philosophy or indeed truth " 
the human mind does not surely belie v 
very existence. After all isn't the live ue 
mind really invisible and indivisible, pos 
indeed the 1.9.? Thus the psychiatrist 15 ae 
the pelican of the wilderness, the owl of "d 
desert, and the sparrow alone on the hou 
top. 


INCONCLUSIVE COMMENT 


It would be pointless to deny that there -» 
differences in the practice of psychiatry in об 
Highlands and Islands. Where. else, A 
instance, would a consultant receive pos 
phone call from a doctor saying merely, à 
on his way. He passed over my hea i 
minutes ago. There are interesting pe 
bilities hanging about him’? ‘Thus and d 
thus was heralded the admission of a m" ae 
by "plane from the Hebrides in the year 1 
But the answers to the questions of Highla 
alcoholism’ and the ‘Gloom of the Isles "— 
have been indecisively discursive. Some er 
see in them only an apologia, others cui 
romantic whimsy. If this is so, let me he 
refuge in Dr Johnson’s comment, Such is "t 
laxity of Highland conversation that ү, 
quirer is kept in continual suspense and А 
kind of intellectual retrogradation knows P 
as he hears more’. The everlasting ар 
the Western Sea know full well that the 52 7 
Hebridean souls, who in the dark days of ps g 
dispelled the ‘Gloom of the Isles’ by 8° 
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forth to ‘save’ the whisky from the wreck 
of the S.S. Politician (surely not а chance 
appellation), may well venture forth again in 
days of peace into still deeper waters byposing 
* Does alcohol not really keep 
more people out of Craig Dunain poi 
than it brings in?’. A physician with fate 
physic in his eye may write a medical we = 
It is, in general, likely to be a thing of t н 
moment—moth-like in its a шуа 
little or no past, an uncertain present, m » 
limited. future. Yet the observations of the 
great live on, for example, Osler s ee 
“The desire to take medicine 15 pers the 
greatest feature which distinguishes man rom 
animals’. Some who peruse this prie ar 
will be disappointed by the lack of е 
lustre or metallic precision, let alone Е р E 
sence of the ‘golden reed’ of Revelatio а ja 
can only prescribe for them the wo 


Donald the ghillie (a man who pem) 

doesn'tswallow everything). "m it xm ee 
i ho was saying with a p 

е на over the freshly caught salmon 
z bo imperfections of psychiatric man, 

qoum the Great Butler Himself to 


ver like that’. | E 
But while * Blood in the English, ‘is d 
than water’, it is in the Gaelic “warmer a 


water’ (‘Is teotha fuil na burn’). кат 5 

iore T warm W hese Highlands 
i i n 

whisky—is not all dru 1 iin 

and lends Is it not exported in ees ao oe 

ing quantities? But sa 


‘nds: 
ity—human min 
commodity: hat thesi 


who would say t ad of the population pro- 


Islands have per he han any other 


duced more metaphysie pues long been 
race, Such qualities of mt epe feast, 
associated with many “agg ion, with the 
perhaps, even On sober reflexion, 

" 


i - the Highlands and 
dar cs Would they, Él 
pie S ОБО the continuing dei E. 
pud жок р ee of this 
be writ so strangely Jarge ™ the hi à s E 
and other countries if they we 


the question, 


polish the sil 
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deficient in at least one very practical but 
immeasurable asset—philosophy of mind? If 
this be so then after all in these Highlands and 
Islands there is not just ‘something in the 
sound that hits the fancy" but *a sort of truth 
beyond appearances’. 
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The maintenance of the ego: implications of sensory deprivation 
research for psychoanalytic ego psychology 


By WAUD H. KRACKE* 


The growing psychoanalytic interest, since 
Hartmann's pioneering (1939) paper, 1m the 
psychology of the ego. opens new grounds for 
contact with experimental psychology. For 
the latter is particularly well equipped to 
study the problem of adaptation of the person- 
ality to the environment, which Hartmann set 
out as one of the central problems of ego 
psychology. Particularly interesting isa recent 
group of experiments 1n which subjects к. 
deprived of sensory stimuli—light, sounc, 
touch—for periods ranging from à few pce 
to days. Since the senses are à central part o 
the biological foundation of the ego—among 
the major ‘apparatuses of primary erg 
—the consequences of cutting them o Fa 
isolating them, are of major ы, or 
understanding the functioning of a 
These experiments have been touc Е 
occasionally in papers on ego beoe xcd 
(Rapaport, 1958; Holt, 1965), an are 1 
summarized by Miller (1962) in the ight oi 
their implications for ap sump € 
certain striking phenomena in Loss | ee 
been given the intensive analysis bes vans 

These experiments raise two € е" үш Es 
dependent issues relevant to psychoa E ч m 
ego psychology- One is the ames n oe 
initially precipitated the experiments: J es 
much does the €89 depend on patterne 
vironmental stimulation for the maintenance 
of efficient functioning, and even of its Ton 
tus? Wartime problem а Попа s of 

adar о erators а! 
ic aie P Paggested that mental p 
ness depends significantly on variation 0 


stimulation, and led to experiments testing the 


extent of this dependence. Psychoanalytic 


* University of Chicago. 


discussions of these experiments have mostly 
centered on this question of the necessity of 
varied stimulation for structure preservation. 
I will suggest that the apparent disintegration 
of ego structures in the absence of external 
stimulation may itself be part of a mechanism 
for the preservation of these structures. 

The other issue is a more controversial 
question for ego psychology: the source of 
the energy on which the ego operates. This 
question is most directly implied by some 
experiments with animals, which suggest that 
their subjects may feel a need for sensory 
stimulation. Butler (1957) for example has 
done experiments with monkeys showing that 
visual stimulation serves as a fairly strong and 
independent motivation. Does this felt need 
indicate a built-in animal need for visual, 
aural and tactile stimulation? A few psycho- 
analytic thinkers (Hartmann, 1955, p. 236; 
Kris, 1955, pp. 32-33) have suggested that in 
addition to the energy the psyche derives from 
the id—sexual and aggressive energy—the 
psychic apparatus may have innate sources of 
‘neutralized’ energy associated with the 
various apparatuses of the ego. A. felt need, 
an urge, for the use of the sensory apparatuses, 
could provide an instance of such ‘ego energy’. 
Certain phenomena in the experiments with 
human subjects—in particular, the hallucina- 
tions they experience—may cast light on such 
‘stimulus hunger’. 

A third question that should be investi- 
gated is: what makes the experience a stressful 
one? The situation created in some of the 
experiments, as Dr Erika Fromm has pointed 
out (personal communication), is one which 
is as close as an experimental situation can get 
to the intrauterine situation. Why is it not 
sheer bliss? 
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The basic conception of the experiments is 
simple. In some experiments the subjects are 
isolated from all external stimuli possible— 
put in a dark, soundproofed chamber with 
gauntlet gloves to dampen touch stimulation, 
or even (Lilly, 1956) immersed in a tank of 
Water at body temperature with a blacked-out 
breathing mask. In other experiments, only 
patterned stimuli are eliminated: in the McGill 
experiments, for example, the subjects lie on 
a bed wearing translucent goggles and hearing 
the constant hum of the air-conditioning 
equipment; and Solomon kept his subjects in 
a respirator tank, with the hatch open so 
they could see a patch of ceiling. (More 
complete summaries of the experimental 
apparatuses are given by Shurley, 1962). 

With Varying intensity, all e 
Teport most of the sa 
indicating, 
regression; 
certain peri 


xperiments 
me basic observations— 
among other things, a deep 
signs of stress, at least for a 
od; emotional lability; disorgani- 
of sensory and intellectual co-ordina- 


in the experi 


\ ments (emotional 
reactions), ; 


I. COGNITIVE AND INTELLECTUAL EFFECTS 


Most of the experiments report a clear 


sequence of cognitive states: after thinking 


over the day’s residues j 
» the subject 
Control over the directi eee 


© be released (Davis, 
olomon, 1960, p. 890). 


Along with the fantasy comes difficulty in 


focusing or controlling the flow of thought. 
This inability to concentrate continues on 
after the experiment: subjects have to ‘relearn 
concentration’, have difficulty ‘taking things 
in' on tests, and show absent-minded be- 
haviour for days after (Scott, Bexton, sone: 
& Doane, 1959, pp. 206-7). Some who € 
on for longer periods showed incapacitating 
memory impairment for several days after the 
experiment, or serious loss of motivation tO 
work for as much as a week (Zubek, Pushkar, 
Sansom & Gowing, 1961, pp. 93-4). К, 
A seeming exception reported in the "ecc 
toba experiments is instructive. These Өр 
ments showed little impairment in the ability 
to think and concentrate in most subjects P 
at least the first five days, in many no impair 
ment at all. A few of the subjects in es 
experiment even felt their ‘intellectual dee 
were sharpened' (Zubek, Sansom & ipei 
niuk, 1960, p. 239). But it is clear from th ” 
examples of the ‘sharpened intellectual p 
that this sharpening consisted in an ау 
visualize, or to recall visual images, pus 
exceptional clarity. They are not alone in a 
discovery (Zubek et al. 1961, p. 89). In | 
case from a different experiment m 
1960) a subject reported that he d " 
‘visualize his complete budget with pho ly 
graphic clarity in his mind's eye’, but we 
could not “hold on to it and work ater d 
Thus the apparent ability to think € y з 
the Manitoba experiments may partly an 
explained as the ability to visualize or ents ^ 
ber clearly. The extent to which eee at 
may be mistaken for clear thinking is 5 s 
by an example from the McGill jtm 
a musician emerged from the punt 
*highly pleased with his solution to a m ү 
cal problem, only to find that the phrase Ы 
had invented, was note for note, one that a 
already had in his manuscript’ (Scott а i 
1959, p. 206). The clarity of visual юа а 
is probably related to hallucinations ш 
what is relevant here is that recall is uni 
aired. á 
P These examples suggest that we pu 
distinguish between mental processes W^ 
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use primarily a single ego apparatus ne as 
recall (or an automatized function such as 
simple arithmetical operations), and eet 
requiring a more elaborate Li onn 
integration of secondary process tunc i E 
organized logical thought. If we ma ho 
distinction, another puzzle falls Шеше. 
tests given during the le uror e ps 

a decline in mental functioning—bu y 
as. In some tests the experi- 
id far more poorly than the 
king the test, but in others 
as well (Scott et al. 1959; 
Now ‘verbal fluency’, in 
little impairment, 


in certain are 
mental subjects d 
control group ta 
the subjects did just 
Zubek et al. 1960). А 
i jects showe | 
eet relatively pue peony 
of language; whereas ‘numerical re sh 
on which they did more poorly, кс r 
more ‘ingenuity’ ог integration eb са 
intellectual functions. It is pie | и, 
{һе higher-level, organizing func pee 
ego that fail in this situation о MM 
degrivenom. The fairly automatize 


remain more intact. 


ing failure of a 
ost devastating 
веба Ше nction is the above-men- 


igher-level ego fu : 

EN 2 E E ability to focus attention and 

Pu ота Since this involves attention 
irec . 


"s central apparatuses, 
od wee the cB theoretical considera- 
fon Dr рандай, let us consider mus 

i 228 ff.) reconstruction o «1 
e Of attention. TO explain the m d 
е кай, his presentation needs a slig 


š ion. 
оглави cr e possiblity that con- 
sts / - 
Rapapor TEE i d of aquest. Sue 
i x + 1 en- 
а that this is а ape iw od 
don satire is not energy т : gà (loc. cit.) 
ipte energy is: its P A I think 
that drive nt from those of drives. i 
are too differe t be conceived of as an 


attention cathexis d ego, whose function 
А tus 
inborn appara! 


"s seventeen points. The 

А дерде, бөгү however, zn a 

dit hed from another apparatus whic! 

lm utralized energy: the apparatus 

et a att is to purposefully direct 
10 


attention. Attention cathexis itself, may be 
conceived of as passive: it is ‘drawn’ to 
Objects according to the laws set down in 
Rapaport's seventeen points. When we direct 
our attention we are using other ego appara- 
tuses to modify the field of object-representa- 
tions available to our consciousness in such 
a way that it will be drawn to those objects 
we wish to ‘concentrate’ on. By putting our 
eyes out of focus—or staring at a point on the 
blank, featureless ceiling—we may ‘turn’ our 
thoughts inward, by virtue of the fact that we 
have made the objects impinging from without 
less salient than those within. That is, we 
control the subjectively impinging environ- 
ment in such a way that attention is drawn 
inward and fantasy becomes the main content 
of consciousness. In the experimental situa- 
tion this regression is forced on the subject 
by depriving him of an external environment 
on which to focus his attention (cf. Rapa- 
port’s (1958) impairment of the autonomy of 
the ego from the id.) 

The loss of ability to focus could be des- 
cribed as a deterioration of the apparatus for 
directing the attention-cathexis—or, perhaps, 
as a weakening of the link between the direct- 
ing apparatus and the attention cathexis it 
directs. The process by which such a separa- 
tion between two normally closely co-operat- 
ing ego apparatuses might come about can be 
seen more simply if we look at some other ego 
apparatuses. Therefore before we continue the 
subject of undirected attention cathexis we 
will first discuss the effects of sensory depriva- 
tion on the functioning of the senses them- 
selves. 


П. EFFECTS ON SENSORY APPARATUS 


Closely related to the effects on intellectual 
performance are the effects of deprivation on 
sensory perception. These are primarily 
observed as after-effects. The advantage of 
this sphere of phenomena—particularly the 
visual sense—is that it can be more directly 
observed and measured. Yet even here the 
discrepancies between the results of different 
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experiments are marked. The McGill experi- 
ments (Heron, Doane & Scott, 1956) showed 
the following after-effects: (1) apparent move- 
ment of objects—waving walls, etc.; (2) 
objects in peripheral vision seemed to move 
closer; (3) shape was distorted in such a way 
that parallel lines seemed quite pronouncedly 
convex; (4) strong after-images; and (5) 
colours appeared bright, highly saturated and 
luminescent. The last two observations were 
Teported in all experiments; but the first three 
were not. The Manitoba experimenters 
Teported that no Subjects had any “gross 
disturbances’ of the kind the Mc 
menters noted, exce 
lines which persiste 
(though tests admin 


Gill experi- 
pt for slight wavering 
d for about a minute 
istered during isolations 
showed strong decrease in visual functioning 
ability), The McGill experimenters noted 
further that at about the time hallucinations 
were beginning, Subjects lost the ability to 
orient themselves and could not visualize 
space; and also that after the experiment their 


eyes Were worn out from trying to follow and 
focus on the hallucinations, 


Let us examine the first 
More closely. At first the 
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the ego seems to have ‘suspended’ a high- 
level structure of integration of visual phen- 
omena, the structure which relates projections 
on the retina to a three-dimensonal conceptual 
field of view. Disturbance has taken place not 
so much in the visual function itself as in the 
integration of the function with the “space 
perception ‘structure which co-ordinates vision 
and movement. What seems to have suffered, 
then, in results (2) and (3), is the co-ordination 
of separate functions, and the structures 
associated with their co-ordination. е 
We аге still left, however, with the € 
toba reports that these ‘gross effects w 
not observed at all, except for some шеш 
disturbances in depth perception. Thoug 
there are a number of differences between the 
McGill and Manitoba set-ups that could im 
Cited to explain these differences, ! Ai 
inclined to assign most importance to the - 
that the Manitoba experiments took place d 
except for a daily test session under amr 
light—in total darkness while the Mc is 
experiments used diffused light. The mP 
ance of diffused light in increasing wes 
disturbances is confirmed by npe 
experiments by Freedman & Green ne 
(1959; described in Fiske & Maddi, 196^ 
. 131-2). е 
E ae this problem let us link it pee 
Second contradiction. One function jen 
formed by the ego is to bring into a at 
€go apparatuses that apply to a certain S! ied 
tion. When a problem is to be solved, © sa 
centration brings the thinking apparatus is 
the centre of the stage; when attention : 
directed toward a physical object, the BIG 
tures concerned with spatial perception е 
those of orientation, detecting m 
judging perspectives—are automatically inel 
moned into operation. Now these ere 
themselves do not seem to be damaged a 
experiments. For as Holt (1965, p. 159) po! 12 
out, the ability to orient oneself, for ipe a 
comes back rather quickly with apom 
the normal visual world after the арат 
is over, just as the skater’s skills return ane 
when he gets back on the ice after a 
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summer. What seems to have dissolved— 
especially in the experiments done in diffused 
light—is the /ink between these structures and 
the visual apparatus itself, the link that auto- 
matically brings the structures into play 
whenever the visual apparatus is used. (The 
‘reafference phenomenon’ described by Holt 
(1965, p. 161) involves another such link.) 
Why should this automatized function fail 
when (as we saw in the previous section) 
most other automatized functions remain 
intact? 

For a solution to both of these problems, 
I appeal to a suggestion made by Holt and 
cited by Rapaport (1960, p. 220 n.; cf. Holt, 
1965): structures kept in isolation for a long 
period of time—e.g- forgotten memories— 
may be more apt to be preserved intact than 
those which remain, off and on or constantly, 
invested with attention cathexis. When a 
visual stimulus attracts attention cathexis, 
the structures associated with the visual 
apparatus are automatically brought into 
play by the link just discussed. Now the 
diffused light in translucent goggles might be 
just enough to keep the visual apparatus, and 
the structures associated with it, in a state of 
activation. The eyes focus constantly on 
nothing—or, Worse, on distorted hallucina- 
tions, such as landscapes divided into strips 
moving in contrary directions (Heron, Doane 
& Scott, 1956). By an adaptive process in 
which the apparatus becomes rn E p 
most effectively with the materials of the 
immediate environment, the visual structures 
must either begin to de-structure themselves 
(by adapting to the structure of an weie 
tured object-field), OT to lose their automa- 
tized connexion with the apparatus of vision. 
(For a more concrete analogue: if one drives 
a hydramatic automobile for a certain length 
of time after learning on an automobile with 
a manual gearshift, the automatic —€— 
stepping on the clutch will be more quich ly 
extinguished than if one simply stops driving 
for the same length of time.) Outside the 
experimental situation these visual structures 
are quite important, SO the most adaptive 
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solution, in the long run, is to dissolve the 
automatic link that brings the structures into 
play whenever vision is needed—thus leaving 
the structures themselves undamaged. Since 
the structures, as has been Observed, are 
actually recovered fairly quickly after the 
return to a normal environment, the ego seems 
to use such a cushioning device—one which 
may be related to the defence of inhibitine 
ego functions in situations where they may be 
drawn into conflict (Anna Freud, 1936, pp. 
104-5). If light stimulates the visual apparatus 
into responsiveness, this adaptive link-dissolu- 
tion will take place far more quickly and com- 
pletely in experiments where light is present 
than in the dark. 

One possible medium for the stimulation of 
the visual apparatus by light might be 
hallucinations. It would be interesting to see 
whether there is more hallucinating in 
diffused light than in the dark. This will be 
discussed in the next section. 

This mechanism of disconnexion of struc- 
tures may help explain the inability to focus 
thought discussed in the last section. The 
attention-directing apparatus there proposed 
is highly interlocked with other ego appara- 
tuses: as an example I mentioned the part 
played by the ocular focusing apparatus in 
directing attention to a particular object in 
the external world, or in de-emphasizing the 
external world for introspection. If these 
structures are temporarily put out of com- 
mission, the attention-focusing apparatus 
itself will be seriously impaired, and probably 
would be compelled to leave the field along 
with them. This explanation received confir- 
mation from the lack of intellectual disability 
in the Manitoba experiments (above, p. 12): 
where other ego apparatuses, such as the 
visual function, are not seriously impaired, 
neither is the ability to concentrate. 

Some general lowering of arousal such as 
‘loss of tonic support’ (Holt, 1965) may also 
contribute to the impairment of ego functions, 
especially the mild impairments which showed 
up during the Manitoba experiments (on 
tests) "but did not persist. Чеги. But one 
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would expect the loss of tonic support to be 
more severe in the dark, where the environ- 
ment provides less stimulation and therefore 
presumably less tonic support; whereas the 
Manitoba experiments show, as we have seen, 
considerably less deterioration than the Mc- 
Gill ones. 

The experiments show, then, that not only 
the sensory apparatuses, but even the cog- 
nitive structures of the ego, depend for 
efficient functioning on receiving sensory 
stimulation. To explain this fact, I have 
assumed that there are forces in the ego which 
tend to push the sensory apparatuses into 
activity, at least when they are stimulated: 
the visual apparatus, for example, tries to 
*see" in the diffused light that impinges on the 
eyes. This suggests that the apparatuses them- 
selves may be invested with a need—some sort 
of psychic energy striving for discharge. Such 
a need is also Suggested by the increased 
Sensitivity of the retina after isolation — 
colours seem brighter, people's faces ruddy 
for hours afterward—and might contribute to 
the sensory aspect of hallucination. 


Ш. HALLUCINATIONS 
_ When we come to the Subject of hallucina- 


amount of hallu 
degree of move 
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of the cell’ and physical exercises (Bexton, 
Heron & Scott, 1954, pp. 71, 75). Controlled 
experiments at McGill (Doane, Mahatoo, 
Heron & Scott, 1959, p. 214) allowing subjects 
as complete freedom of movement as possi 
under sensory deprivation conditions showe 

that subjects still had hallucinations, even 
while being taken on walks. н 

It seems more likely (Grunebaum et al, in 
Solomon, 1960, p. 88) that deprivation O 
tactile stimulation may be an important con- 
tributory factor. Lilly (1956) indicates that 
deprivation of tactile stimulation is pen: 
stressful; and in his experiments (in which 
the tactile sense is far more completely 
restricted than in any others) hallucinations 
appear extremely early, after only à fe 
hours. | d 

But it seems fairly certain that diffused Пё? 
does stimulate hallucinatory activity. Tis 
conclusion is verified by controlled exper 
ments at McGill (Doane et al. 1959, рр. wre 
14) and elsewhere (Cohen, Rosenbaum, pn 
& Gottlieb, 1959), as well as by the fact s 
hallucinations appear much earlier in P 
ments in which there is some illuminato 
maintained than in the dark—they appe 
after ten and a half hours in natural ЦЕ, 
(Davis et al. 1960); on the second A. E 
McGill, in diffused light; but not until а ind 
the third day in the blacked-out Manito 
experiments (Zubek et al. 1961). 

The correlation between the amount 4 
hallucinating and light conditions fits W vi 
with the idea that light stimulates the besos 
apparatus into activity—the gegen 
are at least part of the material on which ae 
visual apparatus exercises itself in ё 
illuminated situation. The у несие 
reported that their eyes were tired from p 1 
sing on hallucinations (Heron et dl. 1 ot 
p. 14). But why are the hallucinations wt 
frequent in lighted conditions? To |o 
this, we might say there is a certain thresh С 
for the transformation of needs (the e di 
which will be discussed presently) into ha Ў 
cinations; and that a certain intensity of ДЕ, s 
impinging on the retina, or a certain volu 


of 
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of sound on the ear, can lower the threshold 
for visual or auditory hallucinations. A very 
similar threshold is implicit in Freud's 
theory of dreams (1900): one reason for con- 
densation is that each dream-thought alone 
would have insufficient intensity to form a 
dream, and must condense with others to 
‘achieve the intensities required for forcing a 
way through into the perceptual systems 
(p. 596)—to surmount the threshold for 
coming into awareness. А . 

That hallucinations appear in dreamsat night 
but not so soon in blacked-out experiments 
is somewhat more puzzling. Sleep may have 
an eflect similar to light in lowering the thres- 
hold for hallucinating (cf. Trosman, 1963.) 

Now let us look in greater detail at the 
hallucinations themselves. In section Li 
mentioned the sequence of cognitive states, 
from thinking over daytime residues to a 
state of uncontrolled fantasy. Beginning at 
various times in different experiments and 
different subjects, many subjects неп ens 
fantasy into hallucinations. As describe p 
the McGill experiments (Bexton, үп : 
Scott, 1954) these vary in type from flas s ш 
light or sound, through simple geome a 
configurations ОГ sound patterns, more com 
lex ‘wallpaper patterns’ and isolated figures 
йуп background, to integrated scenes with 
dream-distortion. All these occur In pame 
sively fewer subjects; өш ed roin =A 
md halucina sec icinations usually 
jects having complex ртт 
had the simpler ones also (Myers. у, co 
1960, in L. J. West, ‘Hallucinations, 

үн es did not occur in any 

ee order. One subject began 


necessary tempora - 
Hk y tex hallucinations which faded off, 
мигоа pis ued, into simple 


as his isolation contin Й 
patterns and flashes (Shurley, 1962). At Mc 


pearl adn 
reporting of the a eval Р аа 
interrupt them—nor even physica eie ы 
focused mental activity a ee К p 
solving did cause them to disappear. ^n zs 
conditions of extreme absence of tactile 
stimulation in Lilly’s experiment, the simpler 
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types of hallucination occurred particularly 
early. 

This brings us to the explanation of the 
hallucinations themselves. According to 
psychoanalytic theory, ‘when a representa- 
tion is raised to a hallucinatory vividness. . . 
it is either by a shifting (displacement) of 
drive cathexis on to it, or by a compounding 
(condensation) of several representations into 
one image’ (Rapaport, 1951, p. 693). From 
Lilly’s subjective description (1956, pp. 6-7) 
of the experiment, it seems that the first and 
most intense need felt was that for touch. 
Perhaps the hallucinations, though they are 
primarily visual and auditory, are contributed 
to by the displacement of a need for tactile 
stimulation. 

The forms of the hallucinations give us 
more direct evidence on the needs that go into 
them. The sequence of hallucinations may be 
divided into two categories: the simpler ones 
—lights and patterns that provide diversion; 
and integrated scenes, particularly those of 
emotional import, such as the hallucination of 
a rocket firing pellets at one subject. The more 
complex ones may perhaps be interpreted as 
involving more or less unneutralized energy 
of libidinal or aggressive origin which has 
found its normal routes of release blocked; 
but the simpler forms which appear more 
frequently, and generally without strong 
emotion, cannot. Since there is no regular 
sequence from simple to complex forms 
(Shurley, 1962), the simple forms cannot be 
interpreted as an intermediate stage of 
deneutralization. They suggest rather a need 
for visual and auditory stimulation as such— 
perhaps intensified by condensation with 
closely related needs such as tactile needs, but 
not yet with more purely sexual and aggres- 
sive drives. 

An alternative explanation of the simple 
hallucinations would be to say that the ener- 
gies involved are derivatives of some other 
drive: either some drive only coincidentally 
associated with the experimental situation— 
such as need for social contact—might be 
indirectly frustrated by sensory deprivation; 
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or the ‘need to see’, to feel, to hear, might be 
derived by neutralization from some more 
basic drive. 

The former alternative can be fairly well 
tuled out by carefully controlled experiments. 
Subjects kept in mere social isolation (Freed- 
man, Grunebaum & Greenblatt, in Solomon 
et al. 1961, p. 64) did not show the same 
symptoms as subjects kept for the'same length 
of time under sensory deprivation. But the 
possibility that neutralized sexual and aggres- 
sive energy may be involved, rather than a 
biologically provided source of neutral 
energy for each sensory apparatus, is harder 
to rule out. It is quite possible that the early 
childhood uses of the sensory apparatuses 
might borrow energy from the instinctual 


needs they help to satisf y, energy which would 
gradually be neutralized 


for the more exclusive 
apparatus. Indeed, 
Murphy’s (1962, р. 
looking and seeing 
earlier modes of 
evidence that this b 

The urge to use t 
have both an 
neutralized one ( 
case, the presen 
simple hallucina 


from its original aim 
use of the sensory 
observations such as 
196) that early acts of 
may be patterned after 


mobile, and energy 
ns must be mobile.) 


O appear in these 
Somewhat like an 
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instinct. Such sensory needs could also con- 
tribute to the sensory intensity of dreams. 

It should be noted that the content of the 
hallucinations does not support Whites 
(1964) hypothesis of a need for шло, 
The hallucinations are generally experien 
passively, watched with interest at first € 
without an urge to influence them or act к 
them; their presence and content is tota А 
outside the subject’s control (Bexton ef el 
1954, p. 75); and subjects who perform mg 
activities while blindfolded still suffer t^ 
same hallucinations (Doane et al. 1959. pP- 
213-14). 


IV. EMOTIONAL EFFECTS 


Most experiments report a great inerea 
‘emotional lability’ (Bexton et al. 1954, P- E 
—vacillation between moods of n 
irritability, with brooding and dwelling 90; 
imaginary injustices (Zubek et al. 1961, р, ch 
Scott et al. 1959, p. 206), and moods in W i: 
the subjects are inappropriately easily amu У 
and elated. These observations suggest B 
failure of the ego function of segregation е 
affects and control over their alee 
Affect is released indiscriminately, ee 
in combination with the mechanism of Pia 
jection (as in the imaginary шеек а 
interesting example is the poe hs 
case of a composer who showed à w^ 
emotional concomitants of a creative win 
ence (Kris, 1952) without having created a A 
thing not already in his manuscript (Sco 
al. 1959, p. 206. 

The о ее sehn commonly € 5 
in these experiments are explicable in ign] s 
a loss of secondary process control ned 
gradual regression to narcissistic self-cat Р the 
The feelings of ecstasy and euphoria E H 
two Manitoba subjects who stayed in fo nate 
days suggest regression to an infantile пі 
cissism. Conviction of survival and pee 
feelings of being at one with the ion 
(Lilly, 1956; cf. Freud, 1930) in strane 
sailors and arctic explorers confirm this p " 
pretation. In these sailors and explorers, са 
Narcissisticand self-aggressive impulses apP 


ted 
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projected as hallucinations of the ‘saviour’ 
and ‘destroyer’ types, respectively (Lilly, 
1956). The phenomena of body estrangement 
— feelings of * otherness’, or that the mind is a 
‘ball of cotton-wool floating above my body 
(Bexton et al. 1954)—which the experimenters 
found so difficult to interpret suggest defen- 
sive reactions against an increased narcissistic 
cathexis of the body (Fenichel, 1945, p. 419). 
Regressive adaptations might last for days 
after the period of deprivation as a general 
lack of interest in study and in participation 
in the outside world (Scott et al. 1959, p. 207; 
Zubek et al. 1961, pp. 90, 93). In one long-term 
subject, this was coupled with үт 
feelings of euphoria (Zubek et al. 1961). 
related but more severe effect reported by 
lone sailors and men in solitary confinement 
(Lilly, 1956) was an unwillingness ог fear to 
participate in social life afterward: The inner 
life becomes so vivid and intense that it takes 
time to readjust tO the life among other 
persons and to re-establish one’s inner 
iteric апу.” 
goce sel emotional reaction we = 
to explain, however, is the stressfulness a- t E 
experience. One might expect the dependent, 
intra-uterine-like experience of immer or to 
bealmost idyllic. Whatare the source? € 
The previous section suggests zd m z 
bility that a need for simulata eon ri » 
the pressure On the subject. Lilly E d 
(1956): *If inhibition of hidden metho e 
self-stimulation can win out, pure e 
develop to the point of forcing the subj 


leave the tank.’ . 
The enforced withdrawal of cathexis om 
the external world, which precipitates ге 
narcissistic reinvestment of the energy in the 
ther source of discom- 


self, may itself be ano е ^ 
fort Here we can bring In rid pm 
prominently felt in the experiment: boredom. 


After the first few hours. ccm re : e^ 
(1954, p. 71), the subjects ‘slept 1915 MET 
bored, and appeared edger for st 
Boredom is an affect felt when the ie 
one is engaged in does um tà a be 
active use of a major €80 structure: a boring 
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speaker is one whose subject-matter is not 
challenging enough (or relevant enough to 
one's own interests) to stimulate mental 
effort, and who is incessant enough to prevent 
one from exercising one's mind on other 
internal or external material. In such a situa- 


‘tion the energy usually invested in the func- 


tioning of the ego— functional pleasure’, 
whether its source be ‘narcissistic ego- 
cathexis' (Hartmann, 1950) or in energy 
supplied to the ego from its own sources— 
will be dammed up, unable to find a route by 
which to expend itself. The experiments pro- 
vide a particularly severe deprivation of 
functional pleasure. I have described how the 
actively used structures of the ego are quickly 
withdrawn from functioning under sensory 
deprivation. The complete incapacitating of 
so many major ego functions precipitates a 
situation which would be expected to cause 
intense boredom. Bexton er al. (1954, p. 71) 
describe the boredom as ‘partly due to the 
deterioration in the capacity to think syste- 
matically and productively'—to the loss of 
one of the ego's functions. 

By boredom I mean, of course, the normal 
boredom felt as a reaction to external frustra- 
tion (Windholz, 1951), which must be distin- 
guished from pathological boredom resulting 
from self-imposed inhibition used as a de- 
fence by neurotics. It is the latter which is 
generally discussed when psychoanalytic 
theory is applied to boredom; hence the 
difference between the formulation here given 
and the usual psychoanalytic explanation of 
boredom as a defence (Fenichel, 1934; 
Windholz, 1951). Boredom, like loneliness, 
is a response of the ego to a deprivation, 
whether the deprivation be imposed by ex- 
ternal reality or neurotically self-imposed. 

The regression itself may present to some 
subjects an even greater stress than the loss of 
ego-structures. Goldberger & Holt (in Solo- 
mon et al., 1961, pp. 130-142) and Miller 
(1962) emphasize the stressfulness of the 
ascendancy of primary process in subjects 
for whom primary process is ego-dystonic. 
A closely related stress is the ego-dystonicity 
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of using regression as a defence. This can be 
seen in the Azima & Cramer (1956, 1957) 
experiments with mental patients, in which the 
effects of sensory deprivation showed inter- 
esting consistencies within diagnostic types: 
depressed patients—for whom regression (to 
identification with a lost object) is a defence 
employed by the ego (Freud, 1917)—were 
often cured after three or four days of 
deprivation; but obsessive-compulsives, whose 
neurosis consists in part of a defence against 
Tegression (to the anal level of libidinal orga- 
nization), most often lapsed into psychosis. 


We have, then, three sources of stress in the 


experiments, varying in relative importance 
according to the 


personality of the individual 
of the experiment: 
S to be a necessary 
ton: the frustration of 


rage vironment Sensory 
fe gigs experiments show that the stimu- 
ation of a patterned and active average 
€xpectable environment? į 
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dimensional picture of the world, do e 
appear themselves much affected by E 
experience, or they could not spring bac A 
fast. Itis the higher-level structures ш 
ing these basic structures that appear an 
porarily to dissolve—the  /inks betwe à 
structures that bring them into co-ordinate 
action in situations where they have an 
opportunity to be used together. In the et 
ments, the situations usually associated wi ) 
such an opportunity (for co-ordinated rens 
may be present, but the opportunities the “ 
selves are systematically absent. caer 
lation is present in many of the акраса 
but without the opportunity for depth s 
motion perceptions that usually goes ces 
with the presence of light. The ape С 
that appear are inadequate раш ор 
and might well distort the structures use det 
them. Hence the dissolution of the link un 
these circumstances is a cushion which Ж) 
Preserve the structures themselves from bx 
age or dissolution, from having to be ма. 
relearned—like the pin holding the ru hat 
on a small boat, made of thin wood so ie 
it will snap before the rudder itself is apes 
The loss of ability to direct thought int a 
experiments suggests a distinction pneu 
two aspects of the apparatus of did 
ness: the innate ego apparatus of semi 
itself (the attention cathexes), and the * xdi 
ture for wilfully directing attention cat pé 
The attention cathexes themselves are V 
erned by the automatic reflex respo int 
described in Rapaport's seventeen po zi 
(such as attraction to the most salient "e el 
or external object available); the wilful dt ja 
tion of attention must be performed by a е3 s 
work of other ego structures. (Comp a 
Fromm's distinction (1965) between ‘awa x 
ness’ and ‘consciousness’ —as in anean g 
Which one is aware while dreaming them, pit 
Which may never become conscious.) I С У 
ceive of attention cathexis as being EE ü 
connected with awareness; consciousness only 
more complex process, involving not ws 
awareness but also the directing appe e 
and the synthetic function of the ego. 
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the structures connected with vision, the 
attention-directing apparatus—being partly 
dependent on the inactivated sensory struc- 
tures—is gradually shifted out of operation 
in the experimental situation, and the atten- 
tion cathexes are drawn according to their 
own laws to the most salient internal memories 
and feelings. n 
A second major question dealt with in this 
paper relates to the source of energies in- 
volved in ego functioning. The considerations 
in $$ III and IV suggest a multiple source of 
ego-energy. Some phenomena fit a traditional 
formulation in terms of instinctual energy: 
the boredom during the experiment, and the 
loss of interest in work which persists after the 
experiment, suggest à withdrawal of Biblio 
from ego structures and from reality; and 
observations such as unrealistic feelings of 
euphoria, and the elaborate and emotionally 
charged hallucinations, suggest а narcissistic 


reinvestment of the energy. But аан phen- 
omena suggest another source: there Rs 
evidence of built-in sensory needs—in the 

in the increased sensi- 


simple hallucinations, с 
tivity of the retina at the end of isolation, and 


in the intense desire for self-stimulation in the 
immersion experiments. Such built-in needs 
are not at all surprising in terms of the present 
conception of the ego. The ego is built on 
biologically given apparatuses of primary 
autonomy, and grows out of a ‘common 
matrix" with the id. These built-in apparatuses 
might be expected to have from the beginning 
some biologically given ‘needs’ of their own. 

Psychoanalysis has become a firmly estab- 
lished scientific theory within its own area of 
investigation. Now it should prove profitable 
to investigate the new psychological areas 
being opened up in experimental and other 
fields of psychology, applying established 
concepts to new facts on which the concepts 
may be sharpened, and developing new con- 
cepts to fill the gaps which theory has not yet 
focused on. 
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Psychosocial factors, personality and lung cancer 
in men aged 55-64 


By DAVID M. KISSEN* 


Cancer does not commonly spring to mind 
in the context of diseases that might have 
emotional elements in aetiology. On the con- 
trary the tendency in many quarters is to 


regard cancer as а stronghold of somatically 


determined diseases. Yet the idea that emo- 
tional factors might play a part in the develop- 
ment of cancer is by no means new. It was 
commonly accepted in the eighteenth and 
nineteenth centuries, as is evident in the many 
publications on this theme during this period 
(Kowal, 1955; LeShan, 1959). About the turn 
of the century such publications became 
rare, presumably because of the impact of the 
new sciences and the resultant emphasis on 
mechanistic causations of illness. In the past 
decade or so there has been a reawakening of 
interest in what might be termed a psycho- 
somatic approach to cancer and with ae 
sophistication in psychologial and met is a 
logical techniques one may look iege ia 
increasingly accumulating есш : Е 
contributory part played by psycho a 

factors in the development of cancer. Some 
of the research during the past five ope has 
been gathered together in one volume ( "ois 
& LeShan, 1964) and more recently a collec- 


blished in 
i | papers has been pu | 
кыырар under the auspices 


а a conference s 
of The оя York Academy of Sciences 
on Psychophysiological Aspects of Cancer 
(1966). 


The present paper describes some pm 
relevant to a psychosomatic approach, in the 
environmental life-histories of male rd 
cancer patients that appear to be of "ВЕ 

* Director, Psychosomatic Research s 
University Department of Psychological edi- 
cine, Southern General Hospital, Glasgow, 


S.W.1. 


cance in the development of their cancer. 
These environmental features are also con- 
sidered in relation to a characteristic feature 
of personality of these patients described in 
previous papers by this author as a ‘poor 
outlet for emotional discharge' (Kissen, 
1963, 1964; Kissen & Eysenck, 1962). An 
abbreviated account has been previously 
reported (Kissen, 1966 a). 


METHOD 


All male patients admitted to the thoracic 
departments (two surgical and one medical) 
of three general hospitals for investigation 
and treatment of chest complaints were inter- 
viewed by this author, for the purposes of 
research only, usually on a day during the 
week following admission. The physical 
diagnoses and treatments were the responsi- 
bility of other physicians and surgeons. Thus, 
at interview, no diagnosis was known to the 
interviewer and in many instances a diagnosis, 
particularly of cancer, had yet to be made or 
confirmed. The omission of any patients from 
this sample was entirely random and mostly 
due to the absence of the interviewer. 

What the patients suspected or feared by 
way of diagnosis is of course not known. None 
were given a diagnosis of cancer, certainly not 
by the time of the interview. Many patients 
would be given some diagnosis, perhaps of 
pneumonia, or of an inflammatory patch, or 
of bronchitis, or of ‘a spot’ or ‘a shadow’ on 
the lung. Some under suspicion of cancer 
were proved not to have cancer. Some thought 
not to have cancer were found to have cancer. 
Bearing in mind that these interviews took 
place between 1958 and 1963, and that it was 
only towards the end of this period that the 
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Royal College of Physicians Report on 
Smoking and Health appeared (the U.S. 
Surgeon General’s report appeared after the 
completion of this study) it is unlikely that 
lung cancer figured prominently as a dia- 
gnosis in the minds of most of these patients. 
Indeed, from questions asked of the inter- 
viewer, a diagnosis of pulmonary tuberculosis 
was much the more prominent fear at that 
time. This is not surprising in an area in 
which tuberculosis mortality had always been 
very high and in which morbidity during that 
period was still at a relatively high rate. It is 
unlikely therefore that in general the respon- 
ses of the patients were influenced by a know- 
ledge, or suspicion, of a diagnosis of lung 
cancer, whether or not they were subsequently 
diagnosed as lung cancer or came into the 
category of non-cancer controls, 

In addition to the usual social indices, direct 


questions were included to cover childhood 


and adult experiences such as separations, 
Interpersonal relationships both within and 


ide the family, feelings about occupa- 
ional cial troubles, sexual 


an initial exploratory’ 


only with the age- 
group 55-64, the age- т і і 2 
cancer is found We fi moe WR ba 


8 
1 requently, 
As has been indicated above, one of the 
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main aims of this study was to see if there 
were any differences between lung-cancer and 
non-cancer patients in respect of саа 
environmental happenings of psychologica 
relevance. In this connexion it is important 
that reference be made to the group of dis- 
orders often referred to as ‘psychosomatic 
disorders’, in the aetiology of which such 
psychological environmental factors are соп" 
sidered to play a significant role. 

If lung cancer is also a disease to X! 
aetiology of which emotional factors sene 
bute significantly, one would predict that, ri 
respect of adverse environmental life pon 
tions, there might be a parallel between - 
lung cancer and ‘psychosomatic’ groups, ae 
not between the lung cancer and g^ 
psychosomatic’ groups. Accordingly. . s 
statistics here compare lung-cancer patien ; 
with non-cancer patients giving no history d 
psychosomatic disorder (referred to as ше 
psychosomatic (N.P.) controls), as well as W! { 
non-cancer patients giving a history of psycho" 
somatic disorder (referred to as psych? 
somatic (P.) controls). , 

The term ‘psychosomatic disorder а 
course an arbitrary one. For the purposes 
this paper a list of disorders was drawn ua 
Which, according to the works of бейш 
authorities on the psychosomatic ow H 
are generally regarded as ‘ psychosomatic ye 
Which have been listed in previous er 
(Kissen, 1958, 1962, 1966 b; Sainsbury, 196 e 
Such an arbitrary list is of course open 3i 
criticism, especially of detail. The er 
thing is that the same criteria were used "s 
all patients in classifying them into рѕус 
Somatic and non-psychosomatic groups. - 

Lung-cancer patients are therefore emi 5 
pared with three groups: (1) пөлчрәјв 3 
somatic controls, (2) psychosomatic contr 
and (3) all controls (N.P. and P.). 


is of 


RESULTS up 

The total number of men in the ager i 

35-64 is 366, of whom 218 come into Г 
category of lung cancer. The remaining 
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non-cancer patients were subdivided into 72 
non-psychosomatic and 76 psychosomatic 
controls. 

To avoid unnecessary tabulation, it can be 
stated at the start that there is a slight excess 
of lung-cancer patients over control patients 
in social classes 4 and 5 (Registrar General’s 
classification) taken together (64% and 60% 
respectively), and somewhat fewer in social 
classes 1 and 2 (5-7% and 79% respectively), 
differences most unlikely to influence any 
findings. Nor are there any suggestive differ- 
ences among the three diagnostic groups for 
marital state (married, single, widowed, 
separated, divorced, remarried), place in 
family according to order of birth, religion, 
and country of birth of patients and parents. 
The mean ages of the three diagnostic groups 
showed little difference, being 59:1, 59-1 and 
58:5 in the lung-cancer, non-psychosomatic 
controls and psychosomatic controls respec- 
tively. 

Emotional life situations in childhood 

Examination of a number of what might be 

ts in childhood show 


regarded as adverse even 
clearly that appreciable differences among the 


different diagnostic categories are mainly con- 
fined to two groups of life situations, parental 


Table 1. Main adverse 1 


Lung cancer 


(218) 
0, 
Life situation No. % 
Death of either parent © 2 
an Бай 25 11:5 
89 41:2 


Апу one adverse life situation 


Table 2. Main adver 


Life situation L.C. Y. N.P. 
Death of either parent D : À 
ne 
Unhappy hon = 


Any one Jife situation 


se life situations in childhood: le 
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death and unhappy home (Table 1). Similar 
trends, but involving smaller numbers, are 
also noted for prolonged parental absence 
from the home (in these instances for longer 
than 9 months), being brought up by foster 
parents and illegitimacy. These are collec- 
tively grouped under the heading ‘Others’ in 
Table 1. 

It should be noted that all these categories 
have in common the implication of disturbed 
relationship in childhood with parental unity. 

It should also be stated that the differences 
elicited occurred with like frequency above 
and below the age of 5. For simplicity, how- 
ever, such age subdivision is omitted. 

Hospitalization of patient, sibling deaths, 
and frequency of residential change showed no 
suggestive differences or trends among the 
three groups. 

From Table 1, and from Table 2 which 
gives levels of significance, the following 
inferences may be made: 

(1) Disturbed relationship in childhood (up 
to fifteenth birthday) with parental unity, as 
shown by the incidence of ‘Any one adverse 
life situation’, is elicited significantly more 
often in thelung-cancer group than in the non- 
cancer group. The difference, however, is 
largely confined to the non-psychosomatic 


ife situations in childhood (before the age of 15) 


Non-cancer (148) 


i ^ 
N.P. (72) р. (76) All (N.P. +P.) 
E n t ^ c ^ 
No. 96 No. 96 No. 96 
9 12:5 12 15:7 21 142 
2 28 10 13-0 12 84 
4 56 6 7:9 10 6:8 
14 19-7 25 33:3 39 26:3 


vels of significance (y? test) 


All L.c. v. 

B.C. V.P. all conts. N.P. Y. P. 
0:2 0:05 — 
0-7 0-01 0-05 
0:3 0:01 0-1 
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control group. The lung-cancer and psycho- 
somatic controls tend to show a convergence 
rather than a divergence when compared with 
the non-psychosomatic controls. 

(2) The main significant causes elicited of 
disturbed relationship in childhood with 
parental unity are (a) death of a parent and 
(b) unhappy home. The parallel between lung- 
cancer and psychosomatic groups and the 
divergence between lung-cancer and non- 
psychosomatic groups are clearly evident. It 
is a salutary thought, perhaps reflecting the 
Social customs of the population studied, that 
nearly two-thirds of the patients with an un- 
happy childhood home gave drunkenness on 
the part of one or both parents as the main 
reason for friction between parents and conse- 
quent unhappiness in the home. 

The other disturbed relationships (pro- 
longed absence of a Parent, brought up by 
foster parents, illegitimacy) show similar, 
though less well defined trends, but there are 
NO statistically significant differences, 


Adverse life situations in adult life 
Adverse adult life Situations elicited at in- 

terview Were found to lend themselves readily 

to the classification given in Table 3. 
Adverse situati 


Table 3, Ongoing adverse adult life 


Lung cancer 


(218) 
Life situation No. % 
Interpersonal relationshi , 
nships * 
ork upsets | = oh 
| $ 
Financial troubles P 
Sexual difficulties 5 x 
Miscellaneous 30 br 
Total 
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this age-group, was frequently elicited a 
showed no suggestive differences i pi 
diagnostic group either within one, five, A 
or more years of diagnosis of the curr ín 
illness. This will be referred to again мао 
the discussion. Tragic death of a close relat! 
was however included under the heading 
‘Miscellaneous’ and involved seven ine 
cancer cases and one iron, pr c 
control. Tragic death comprised me 
bombing, burning, suicide, murder, drow! A 
and abortion. The incidence of childlessn ; 
was also explored but no suggestive trem 
ere found. npe 
Ы From the incidences of adverse life ca 
tions given in Table 3, of adverse life si a 
tions of ten or more years’ duration E ue 5, 
Table 4, of the general summary in birra á 
and of the statistical significances in TN 
the following inferences may be made: y di 
(1) Ongoing adverse adult life шайой ae 
classified in Table 3, and in particular won 
relating to work, interpersonal difficulties nel 
finance are elicited significantly more pe^ 
in the lung-cancer group than in the ei 
cancer group as a whole. The difference E 
particularly obvious when lung ater © 
non-psychosomatic controls are E i 
By and large, lung-cancer and pagos Ж 
controls tend to show a parallel with 
another. 


: nce 
(2) A long-standing history of disturba 


situations 


Non-cancer (148) 


—^ 
r 


.) 
N.P. (72) P. (76) АШ (WP. FP 
е ^ с x 2 o 
No. % No. % No. a 
5 70 12 158 17 d 
1 153 18 2357 29 
(*1) 4 
0 00 1 13 1 a 
0 00 4 53 4 2 
5 TO 1 9.3 12 
ai — 4 = g 7 
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Table 4. Adverse life situations of ten or more years, duration 
Non-cancer (148) 
Lung cancer 
(218) N.P. (72) P. (76) All (х.р.-+ЕР.) 
Life situation No. 96 No. % No. % No. % ` 
Interpersonal relationships 34 156 3 42 10 131 13 8-8 
Work upsets 49 225 3 42 9 118 12 $4 
Financial troubles 6 28 0 0-0 1 1:3 1 0-7 
Sexual difficulties 4 r8 0 0-0 3 3-9 3 24 
Miscellaneous 21 105 3 42 6 7:8 9 6:3 
Total 140 — э = E) = 88 = 
Table 5. General summary of adverse life situations 
Non-cancer (148) 
Lung cancer е ^ = 
(218) N.P. (72) р. (76) All (N.P. +P.) 
e > SSS mi 
No. % No. % No. 95 No. % 
At least one adult upset in 
k 18-1 36 47-4 К 
any category m А 131 601 13 49 397 
6 adult upse 
More than one P »s d 5 69 16 211 - - 
in any category d adult 
{ nd a 
Both childhood 2 61 280 6 84 14 184 20 135 


upset 


years) appears to be of 
history (less 
ancer and 


(Le. of ten or more 
Breater significance than a shorter 
than 10 years) both in lung ¢ 


psychosomatic controls. | | 
It should be noted that disturbed inter- 


Personal relationships elicited mostly con- 
Cerned spouses (sometimes fiancées ad girl- 
friends) and also, though to à M od 
degree, parents, children, siblings an = 
Close associates. Although *sexual difficu - 
is given a separate category, this refers only 
to sexual difficulties which did not manifestly 
affect their overall relationship. In much of 
the marital unhappiness elicited sexual diffi- 


culties were involved. 

. Work upsets elicite 
instances where interpe 
tween the patients and sup 
played a part. Also include 


3 


d also included some 
rsonal difficulties be- 
eriors or colleagues 
d, however, were a 


variety of frustrations such as failure to 
achieve desired positions, being passed over 
for promotion, failure to make use of oppor- 
tunities for advancement, failure to make a 
success in a particular post, the realization of 
being a square peg in a round hole and being 
unable to deal effectively with the situation, 
financial failure, etc. ‘Financial troubles’ as a 
separate classification in Table 3 refers to 
financial difficulties other than those associ- 
ated with work upsets. 

As mentioned above, the ‘Miscellaneous’ 
events elicited include tragic death. They also 
include a variety of adverse events, all of them 
with small incidences, but cumulatively 
showing trends consistent with the other 
categories. Among these adverse events were 
concern about offspring due to unhappy 
marriage, pregnancy of unmarried daughter, 
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Table 6. Adverse adult life situations: levels of significance (X? test) 


Lung cancer 
Lungcancer Lung cancer у. N.P. Y. 

Variable (life situation) Y. N.P. v. P. all non-cancer P. 
Interpersonal 

Al 0-01 0-50 0-02 0-2 

10+ YES 0-05 0-70 0-10 0-1 

10—YES 0:50 0-50 0:20 = 
Work 

All 0:001 0-01 0:001 02 

10+ YES 0:001 0-10 0:001 = 

10—YES 0-50 0-50 0:20 = 
Financial (all) 0:20 0:20 0:05 = 
Others (all) 0:02 0:50 0-05 ж 
At least one 0:001 0-05 0-001 0-001 
Multiple 0:01 0-10 0-001 0-05 
Both childhood and adult 0-01 0:20 0-01 0:2 


Table 7. Summary of incidence of adverse life 


situations in lung-cancer patients 


according to psychosomatic history 


Life situation 
Childhood 
Death of either parent 
Unhappy home 
Any one childhood upset 
Adult 


Disturbed interpersonal telationships 
Work 


Financial 
Sexual difficulties 
Miscellaneous 


trouble with police, etc., problems of religion, 
physical or mental handicap (spouse or off. 
spring) and police record, 

It should also be noted that the psycho- 
somatic group contains not only those ad- 
mitted with a current psychosomatic condi- 
tion such as bronchial asthma or pulmonary 
tuberculosis, but also those with a past 
history, such as peptic ulcer, coronary throm- 
bosis, essential hypertension or skin condi- 
tion, etc. It may well be that in a Proportion 


Lung cancer 


yg -— porn 
N.P. (137) P. (81) 
p= ^ >= dem m 
No. % No. % 
31 22:6 21 259 
21 153 16 19-7 
51 372 38 46:8 
28 204 20 241 
56 40-8 36 444 
4 29 7 8/6 
2 15 a 3-7 
20 14-5 10 12:3 


of those patients admitted with a past histo 
of psychosomatic disorder, altered way of I! $ 
associated with treatment of the condition e 
helped resolve the precipitating emotion’ 
conflict, and hence fewer ongoing emotion” 
upsets and an absence of very recent pe 
tional upsets are elicited from this group th t 
might be the case in a group with curt? 
Psychosomatic conditions only. 

One criticism that may be made of n 
presentation of these findings is that in СО 


thë 
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paring lung cancer as a whole with the two 
control groups (psychosomatic and non- 
psychosomatic) no allowance has been made 
for the possibility that this sample of lung 
cancer patients may contain à high proportion 
with a psychosomatic history, without neces- 
sarily implying a psychosomatic element in 
lung-cancer aetiology. This could prejudice 
the findings because in effect comparison 
would then be between a lung-cancer group 
which is predominantly ‘psychosomatic’ as 
defined earlier in this paper and the two con- 
trol groups. Under these circumstances i 
would not be surprising if the lung-cancer 
group showed a parallel with the psycho- 
Somatic controls. 

Table 7 shows the lung-cancer group 
divided into those with and without à past 
Psychosomatic history according to childhood 
and adult adverse life-situation status. — 

It can be seen that there is а fairly consis- 
tent but small excess of disturbing life situa- 
tions elicited in lung-cancer patients with à 


Psychosomatic history over lung-cancer pat- 
ients with no psychosomatic history, in all 
listed. None of the 


but one of the categories liste 
differences approaches significance. More- 
c lung-cancer 


Over, the non-psychosomatic 
group by itself shows parallels with the psycho- 


Somatic controls but not with the non-psycho- 


Somatic controls, very much the same as 
described above for the lung-cancer group 


taken as a whole. 
Thus the grouping 
Patients irrespective 0! ] 
for the purposes of this 

Adverse life situations and personality 
The various incidences of adverse life situa- 
tions presented here do not necessarily reflect 
the true incidences in the three diagnostic 
Categories. The importance of a life situation 
to an individual depends on how the indi- 
tion, consciously or 


Vidual interprets the situa co 
Unconsciously. In other words it 15 dependent 


9n personality characteristics and it is quite 
Conceivable that what is meaningful to one 
individual is not meaningful to another. What 


together of lung-cancer 
f psychosomatic history, 
study, is quite valid. 
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is reported in this paper is what was elicited 
from the patients, and incidences therefore 
reflect aspects of personality. 

. Nor does factual presentation of the various 
incidences give any indication of the differ- 
ences among the three diagnostic groups in 
regard to how the data emerged, for the 
manner of emergence of the data reflects very 
well differences in personality characteristics 
among the lung-cancer and the two control 
groups. 

In previous reports (Kissen, 1963, 1964; 
Kissen & Eysenck, 1962) this author has iie 
scribed as a characteristic feature of lung- 
cancer patients a poor outlet for emotional 
discharge. It should be emphasized that this 
does not mean simply a facility for success- 
fully ignoring or shrugging off emotional con- 
flict. It implies rather a facility for absorbing, 
and an unconscious containment of, emo- 
tional conflict without apparent effective overt 
or covert response. The feature was first de- 
scribed after blind clinical appraisement of 300 
hospital patients, half of them with lung 
cancer, and subsequently confirmed in con- 
trolled blind studies using objective psycho- 
logical measures. 

It was typical of the lung-cancer patients 
studied that they did not usually respond posi- 
tively to questions regarding, say, marital 
discord or work upsets. These would be 
elicited from lung-cancer patients as factual 
events, not as disturbing or upsetting events 
and then, as a rule, the affect would crystal- 
lize out slowly during a protracted interview 
with a withdrawn patient though not infre- 
quently presenting а facade of openness. In 
contrast, disturbing events were usually the 
keynote of the responses of the non-cancer 
patients, especially the psychosomatic ones, 
and for the most part were readily and easily 
elicited. 

Some of these points are reflected in the 
data given in Table 8. The data summarized 
in this table were elicited as follows. Im- 
mediately before interview each patient was 
asked to respond to a simple questionnaire 
seeking the occurrence of various common 
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Table 8. Adult life situation correlations between simple response 
and carefully elicited response 


Lung cancer Non-cancer 
е — Ган A ~ 2. 
Correlation No. 98 М№о. 95 Significance 
iti 66-7 x? = 4:27 
Positive (both yes) 12 30:8 10 j 
Negative (no and yes) 27 69-2 5 333 P < 0:05 
Total 39 — 15 = = 


specific life situations by writing ‘yes’ or ‘no’ 
after each question. The main purpose in 
using this questionnaire was to break the 
ground for the unusual procedure of having 
a psychological interview in medical or surgi- 
cal wards. For administrative reasons the 
questionnaire was not used in one of the three 
hospitals in which the investigations were 
conducted. For this and other chance reasons 
the number completing the simple question- 
naire formed only a proportion of the total 
number. Comparison was subsequently made 
between the simple preparatory direct ‘yes’ 
ог ‘no’ response, written by the patient him- 
self, and the findings subsequently elicited at 
interview. Where nothing was elicited at 
interview by way of adverse life situations 
obviously no measure could be made of the 
patient’s responsiveness. 

It can be seen that significantly fewer lung- 
cancer patients than non-cancer patients show 
positive (both ‘yes’) correlations between the 
simple response to questions seeking the occur- 
rence of adverse adult life situations on the 
questionnaire and the carefully elicited res- 
ponse at interview. Unfortunately, because of 
reduction in numbers due to the various sub- 
divisions, separation of controls into non- 
psychosomatic and psychosomatic is not 
practical since only 4 of the 15 controls are 
psychosomatic (2 showing positive correla- 
tion). 

When taken by themselves, these figures 
can by no means be regarded as conclusive. 
They are, however, consistent with the person- 

ality description in that lung-cancer patients, 


as opposed to non-cancer patients, tend to 
repress significant emotional events. . 

Consistency with the personality descrip- 
tion was further tested by relating personality 
to the presence or absence of reported adverse 
life situations. As mentioned previously, poor 
outlet for emotional discharge as a feature of 
lung-cancer patients was first elicited clint- 
cally and subsequently confirmed by certain 
measures. One of these measures was the M 
score of the short M.P.1., it being argued that 
if neuroticism (as indicated by high N scores) 
reflected a patient's general emotional lability 
and propensity to neurotic breakdown, low 
N scores should be consistent with poor 
emotional outlets. It was not suggested that 
low N scores would be diagnostic of poor 
emotional outlets any more than pyrexia 15 
diagnostic of infection. What was empha- 
Sized was that it would be consistent to find 
low N scores associated with poor emotional 
outlets. Lung-cancer patients were, in fact, 
found to have si gnificantly low mean N scores 
compared with non-cancer patients (Kissen & 
Eysenck, 1962; Kissen, 1963, 1964). 

For the purposes of this paper, comparison 
is made in respect of outlet for emotional dis" 
charge as measured by mean N scores between 
those with and without an adverse adult life 
situation as defined earlier in this paper. B 
should benoted that since personality measure? 
Were not begun till later in the study only ? 
Proportion of the patients whose psycholog" 
cal histories are tabulated also had measures 
of personality. 


я Р 0 
Because ‘psychosomatic’ patients tend : 


Psychosocial factors in lung cancer 


have higher mean N scores than * non-psycho- 
somatic’ patients (Kissen & Eysenck, 1962; 
Sainsbury, 1960), appropriate subdivisions 
into psychosomatic and non-psychosomatic 
are made for the lung cancer as well as the 
non-cancer groups. 

Analysis of variance shows that in non- 
cancer patients mean N scores are higher in 
those with a history of adverse adult emo- 
tional situations than in those with no such 
history and the difference is significant at the 
0-01 level. Among lung-cancer patients there 
are no such differences. Although taken by 
themselves these findings too can not be 
regarded as conclusive, they again show con- 
Sistency with the personality description that 
lung-cancer patients, compared with non- 
cancer patients, have a poor outlet for emo- 
tional discharge. 
ions and cigarette smoking 
rgeon General's 
ng is used as a 
ntaining a pre- 


Emotional life situat 
If, as has been suggested (Sur 
Report 1964), cigarette smoki 


tension reducer, any group co 1 Г 
Ponderance of subjects with emotional life 
Situations might well contain more cigarette 


smokers, Since cigarette smoking is generally 
held to be a main factor in the development 


Table 9. Outlet for emotiona 


No history of adverse adult life situation 


With history of adverse adult life situation 


Table 10, Smoking habi 


ts according to presence or absence of a 


Lung-cancer life situation 
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of lung cancer, the association between emo- 
ол stress and lung cancer тау be indirect 
thus: emoti d : 
са onal stress > smoking > lung 

There are, as expected, more current lung- 
cancer than non-cancer cigarette smokers 
(Table 10). It should be noted that this control 
group of hospital chest-department patients 
contains a higher proportion of current cigar- 
ette smokers who smoke more than would be 
expected in the comparable general popula- 
tion or in a comparable group of patients in a 
non-chest hospital department (Kissen, 1964). 
Thus, differences between these lung-cancer 
and non-cancer groups in respect of smoking 
habits tend to be minimized. 

Despite this, more lung-cancer patients than 
non-cancer patients with a history of adverse 
life situations in adult life are cigarette 
smokers, the difference being just about sig- 
nificant at the 0-05 level (у? test). This might 
be thought to suggest that more lung-cancer 
patients than non-cancer patients may use 
cigarettes as a tension reducer. On the other 
hand, within lung cancer the differences be- 
tween those with and without adverse life 
situations (87 % and 83% respectively) is too 
small to suggest that adverse life situations 


1 discharge according to life situation history (mean N scores) 


Lung cancer Non-cancer 
N.P. (76) p. (54) N.P. (33) p. (51) \ 
34 40 2:9 3:9 
Q1) (13) (22) (26) 
2:8 3:8 47 68 
(55) (41) aD Q5) 


dverse adult life situations 


Non-cancer life situation 


Present Absent Present Absent 
No. % No. % No. % No. $5 
А 131 = 87 — 49 = 99 -— 
No. in each grou 7 
Current "à cigarette smoker 114 87:0 72 82:8 = 73:5 78 78:8 
Mean number cigarettes daily 230 — IS == 224 = 205 — 
2 15 1 12 1 2:0 10 10-1 


Never smoked at all 
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significantly increase the number of smokers. 
It would appear that the greater number of 
smokers in the lung-cancer group is at most 
minimally influenced by the occurrence of 
adverse life situations and would be most un- 
likely to neutralize the apparent direct associ- 
ation between lung cancer and adverse life 
situations. Moreover, as has been shown in an 
earlier paper (Kissen, 1964), the differences 
between lung-cancer and non-cancer patients 
in respect of outlet for emotional discharge is 
present at all levels of smoking as well as in 
non-smokers. 

The figures given above need not neces- 
sarily mean that smoking and emotional stress 
are unassociated. Examination of incidences 
of those who had never smoked any form of 
tobacco in the lung-cancer and non-cancer 
groups, subdivided according to emotional 
history, show an excess of non-smokers in one 
group—the non-cancers with no emotional 
history—significant at the 0-01 level. In the 
two cancer groups with and without an emo- 
tional history and in the non-cancer groups 
with an emotional history, the incidences of 
non-smokers do not differ appreciably, More- 
over, although in this sample the mean num- 
ber of cigarettes smoked daily differs little 
between lung-cancer and non-cancer groups, 
the mean is greater (though not statistically 
significant) for those with an adverse life 
situation in both lung-cancer and non-cancer 
groups. 


DISCUSSION 

Although the data reported in this paper are 
concerned mainly with the occurrence of 
adverse life situations, greater emphasis is 
placed, by this author, on personality. The 
significance of life situations to an individual 
is inevitably interpreted by the individual con- 
sciously or unconsciously in terms of that 
individual's personality, so that what is emo- 
tionally significant for one individual may 
have little or no emotional significance for 
another individual. In other words what was 
elicited by way of life situations is by no 
means necessarily a reflexion of the incidence 
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of these life situations. Rather is it a reflexion 
of personality. ч 

The personality feature described in this 
paper as typical of the lung-cancer patient— 
poor outlet for emotional discharge—was 
first elicited clinically and subsequently con- 
firmed by two independent measures having 
strong statistical correlations with one another. 
The findings reported here of significantly 
poor positive correlations between the ques 
tionnaire response and the interview response 
in lung-cancer patients as opposed to non- 
cancer patients, coupled with the significant 
positive relationship between adverse life 
situations and high N scores in contro 
patients but not in cancer patients, dovetail 
with and therefore strongly support the per 
sonality description. 

In a previous paper (Kissen, 1963) it was 
shown that there were no suggestive relation” 
ships between histological diagnosis and this 
personality feature. It is not suggested that the 
personality feature is specific for site. Bahnso®. 
& Bahnson (1966), who studied cancers 0 
different sites in a small number of males a? 
females, reported ‘denial and repression’ tO 
be characteristic of their cancer patients- 
Denial and repression are implicit in the ter?? 
‘poor outlet for emotional discharge’ but at? 
perhaps narrower in implication in that they 
do not allow for possible physical failures or 
defects or for other psychological barriers 1” 
effective channelization of emotional conflict. 
Denial has also been referred to by Greene 
(1954) in leukaemia and lymphoma and by 
Blumberg, West & Ellis (1954) in cancers ° 
varied sites. A personality feature akin to роо? 
emotional outlets has also been described fof 
lung cancer by Booth (1964) on the basis ° 
Rorschach studies. 

It should also be stated that poor outlet fos 
emotional discharge is not thought tO. 
necessarily the only significant psychologic? 
feature associated with lung cancer. T 
literature is scanty on personality in lun? 
cancer. But there are reports indicating di e 
ences between males and females suffer” 
from cancer of different sites. For instan 
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Hagnell (1966) reports *substability', which 
he describes as akin to Eysenck’s extraversion, 
to be a feature in females but not in males 
with cancer of a variety of sites. Likewise 
Coppen & Metcalfe (1963) using the M.P.1. 
have described extraversion as à feature of 
women with cancer. On the other hand 
patients from the sample reported by this 
author show no significant extraversion as 
measured by the short m.p.1. Nor is there any 
suggestive extraversion in another recent un- 
published hospital series of about 100 men 
with lung cancer and a like number of non- 
cancer controls investigated by this author 
using the newer Eysenck Personality Inven- 
tory (E.p.1.). These findings are of interest in 
view of the reported finding of extraversion 
as a significant feature of cigarette smokers 
(Eysenck, Tarrant & Woolf, 1960) and con- 
firm this writer’s previous findings (Kissen & 


Eysenck, 1962) that lung-cancer patients are 
not a random sample of cigarette smokers. 
g with cancers 


A number of authors workin 
of mixed sites have reported “Joss of cathexes" 
as a major factor preceding the onset of 
cancer, Of these the most extensive is the work 
of LeShan (1966). Greene (1966) has empha- 
sized ‘object loss’ 25 2 significant factor pre- 
ceding the development of leukaemia and 
lymphoma. Schmale (1958) has suggested that 
“object loss? is of significance in the develop- 
ment of a number of diseases including cancer. 


Although these papers are open to criticism 
either on the grounds of lack of а control 
series or lack of objectivity in assessment, the 
findings tend to be consistent with the inde- 
pendent findings of others. including the 


present author. 


The findings descr І 
regard to psychosocial factors in lung 


generally agree with the findings desc 
LeShan (1966) as indicating а 
cathexes preceding the onset of 
varying sites in ma es and females. But there 
are differences in detail. For instance the find- 
ings here, in contrast to those of LeShan, 
the time (more than 


suggest that the greater (mo 
ten years) since the loss the more significant is 
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it to the cancer patient althoug 

lesser duration (six months to А ере 
also important. In this connexion the follow. 
ing quotation from Grinker (1966) is relevant: 
‘If long continued anxiety can produce а 
premature ageing syndrome with its altera- 
tion in adrenal, gonadal and hepatic functions. 
it might be presumed that certain long-stand- 
ing emotional changes may be significant for 
the development of carcinoma...’ Also the 
findings here regarding emotional traumata in 
the childhood of cancer patients show no 
differences in age up to the fifteenth birthday 
and not specifically during the first seven years 
as reported by LeShan (1966). 

Among the evidence put forward by Le- 
Shan (1966) to support the loss of cathexis 
theory is the prediction that, adjusted for age, 
cancer mortality rates should vary in different 
marital classes from high to low as follows: 
widowed, divorced, married, single. The 
reasoning is that loss by death of a spouse 
usually means loss of an intense major rela- 
tionship, whereas fewer divorced would have 
made the marriage a major focus of their 
emotional energies. The single group would 
least often have made and established a major 
cathexis in this area. He supports this predic- 
tion from U.S. and U.K. statistics. 

In the age-group 55-64 Scottish statistics 
for males for the period during which the 
present investigation took place shows for 
lung cancer a steadily increasing mortality 
gradient through single, married, widowed, 
divorced (Smith, 1966). Mortality for all other 
causes also shows an increasing gradient 
through married, widowed, and divorced but 


the highest mortality rates for all other causes 
is in the single group. This is reasonably con- 
sistent with loss of cathexis being an impor- 
tant factor in cancer. It also indicates, however, 
that object loss as indicated by widowhood 
and divorce may be a factor in mortality rates 
for other diseases, as suggested by Schmale 
(1958), and that the single state may have 
other adverse implications. The similarity of 
the marital status incidence in all three groups 


in the present series is probably influenced by 
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lack of spouse in patients who might other- 
wise have been looked after at home which 
would have the effect of decreasing the num- 
ber of married men in the study, especially in 
the control group as compared with the 
cancer group in which diagnosis and assess- 
ment in hospital is paramount regardless of 
available help at home. | 

Differences in detail in the psychosocial 
findings between the various reports dealing 
with cancers of various sites and the present 
report may also be accounted for by cultural 
differences, sex differences, differences in 
methodological approach as well as differ- 
ences in cancer site. The main difference lies 
in findings relating to bereavement. Mere 
ascertainment of bereavement does not reflect 
the emotional significance of the event to the 
individual. Moreover, the findings here are 
limited to men aged 55-64. Therefore, the 
findings here must not be taken as disregard 
of bereavement as a possible precipitating 
factor in the context of loss of cathexis. 

Loss of a major cathexis means loss of a 
particular emotional outlet. Individuals with 
basically poor emotional outlets when de- 
prived of a major cathexis, whether it be due 
to interpersonal or work difficulties, etc., will 
by reason of their personality defect be less 
able to substitute or cope with the loss. 
Individuals with a basically good outlet for 
emotion should have less difficulty either by 
finding a substitute for cathexis or by dis- 
charging their emotional energy through other 
channels, perhaps in the form of a “psycho- 
somatic’ illness. A crucial factor in the 
development of cancer from the psychological 
standpoint would therefore appear to be the 
interplay between the life situation and the 
personality feature poor outlet for emotional 
discharge. 

It should be emphasized that the data 
presented in this paper deal only with lung 
cancer and not with cancers of other sites. 
Moreover, they deal only with men aged 55— 
64. The findings presented in this paper there- 
fore can only be taken to apply to this lung- 
cancer group. However, the findings of the 
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other workers referred to for cancers of other 
sites suggest that the findings for lung i 
here may be consistent to some degree W! 
the findings for cancers of some other sites. 

This author has not noted as a distinctive 
feature among his lung-cancer patients 
‘despair’, ‘depression’ or “hopelessness 
features described by LeShan, Greene, Schmale 
and others. It would appear to this writer 
that those features could be a logical result 
of a situation in which a person with pon 
cally poor emotional outlets lost his majo 
cathexis. This agrees with the observations a 
Bahnson & Bahnson (1964) who consider ш 
despair, depression and hopelessness may ae 
be secondary to the ‘denial and HUNE 
they report in cancer patients. Pith 4 
LeShan (1966) states that the quality * —€—À 
was seen primarily in his cancer panen 
undergoing psychotherapy in the epi d 
ment of their cancer. In such patients с 
knowledge of their diagnosis, whether it bae 
cancer or some other condition with w 
trophic implications, despair, depression I 
hopelessness would not be surprising fin 
ings. 


Practical applications 


Bearing in mindthe nature of a disease e 
as cancer, which is a threat to life and to 
particular of lung cancer where the m @^ 
life is especially great, it is unlikely that psy° m 
logical treatments will ever have a Land 
place in initial treatment. Of course, psych 
logical treatments of one sort or another - 
well have a place in preventing recurrence " 
overcoming emotional traumata of the ner’ 
itself or of its radical treatment or may enl 
bute to the management of the inopera 
patient. , the 

The most important contributions of in 
psychosomatic approach, however, may n 
the field of prevention. Yardsticks that V 
identify with reasonable accuracy those jn 
risk for cancer should be of potential value E 
prevention by helping to single out the ed 
prone. In the case of lung cancer a comb! ch 
tion of psychological assessment based on SU 


factors as I have described and known 
physical factors involving cigarette smoking, 
atmospheric pollution, urban dwelling, 
chronic cough, certain ' polluted” occupations, 
etc., may help to discriminate those likely to 


be at risk in whom the disease could possibly 


be avoided by appropriate action. More in- 
imed at such a 


tensive preventive measures а 
discriminated section of the public should be 
more profitable than propaganda aimed in- 
discriminately at the public at large (Kissen, 
1965, 1966c). 

Of course the psychological measures at 
present available need refinement and im- 
provement both to confirm the suggestive 
findings reported in this paper and perhaps 
achieve a means precise enough to identify 
reasonably individual cancer proneness. Men- 
tion has not been made ofa neurophysio- 
logical pathway OT mediating mechanism 
between emotions and organic disease. Re- 
Search in body chemistry may reveal factors 
Which are important in the development of 
this disease and may also give further criteria 
to help identify the cancer prone. Lack of 
knowledge of a psychophysiological pathway 
and mechanism however in no way precludes 
the possibility of the importance of psycho- 
logical factors any more than the absence of 
knowledge of the existence of the tubercle 
bacillus in days gone by excluded a key in- 
fectious agent in hthisis. 

In ден am it is ой pointing out that ы 
criteria may also be 2 potential aid to early 


diagnosis. . 
The study reported in this paper 15 of sis 
retrospective. It may be argued that pa н 
With a suspicion, OT unconscious knowle г 
of, a diagnosis of lung cancer might react by 


becoming withdrawn and in this way influence 
the findings reported. For reasons given 
earlier in this paper such suspicion, or un- 
Conscious knowledge of a diagnosis of Yos 
in this study, was highly improbable. If, how- 
ever, for the sake of argument the possibility 
is admitted, evidence from a previous study 
(Kissen, 1964) indicates that the effect (on 
the mean № score) would be most likely to 
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шне зы күк 
omparable in re- 
spect of mean N scores with non-cancer con- 
"odisse icum ie | 
ind, pecially in the group 
of lung-cancer patients from whom adverse 
life situations were elicited, do not suggest 
that suspicion or unconscious knowledge of 
diagnosis of lung cancer significantly influ- 
enced the findings. Moreover, selective differ- 
ences in certain data elicited, for example, 
significant differences in childhood parental 
bereavement but not sibling bereavement nor 
adult bereavement of a close relative (parent, 
sibling, child or spouse)—are not consistent 
with withdrawal as reaction to suspicion or 
unconscious knowledge of a diagnosis of 
cancer. Likewise the significance of long- 
standing emotional conflict as opposed to 
emotional conflict of shorter duration is not 
consistent with secondary (or reaction) with- 
drawal. 

The possibility, however, cannot be ex- 
cluded that the disease process itself might in 
some way have influenced the findings. Final 
substantiation that these psychological find- 
ings are premorbid and not the result of the 
disease and that they have a useful potential 
in prevention can only be shown in prospective 
studies. Inevitably, however, psychosomatic 
studies must commence with diseased groups 
to find a baseline for distinguishing criteria, 
as did Doll & Hill (1950, 1952) in their early 
cigarette smoking/lung-cancer studies and 
more recently Bulbrooke et al. (British Medi- 
cal Journal Leader, 1965) in their discriminant 
function finding regarding abnormal steroid 
excretion in breast cancer now being applied 
in prospective studies in Guernsey. 


SUMMARY 


Details are given of some environmental fac- 
tors of psychological relevance that appear to 
play a part in the onset of lung cancer in men aged 


55-64. 
These concern: (1) childhood (before fifteenth 


birthday) where the key factor appears to be 
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separation from parental unity, especially parental 
death, unhappy home due to chronic friction 
between parents and, to a lesser degree, prolonged 
parental absence from the home and other breaks 
with parents; (2) adult life where the main adverse 
events relate to work and to interpersonal 
difficulties, particularly intramarital: long-stand- 
ing adult difficulties of more than ten years 
duration appear to have a greater influence than 
those of shorter duration. 

In contrast to ‘non-psychosomatic’ patients, 
there is similarity between lung-cancer and 
psychosomatic patients in the psychosocial 
histories elicited. There are, however, marked 
differences in personality between lung cancer and 
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the other groups, the lung-cancer group having 
typically *poor outlets for emotional а 
The importance is emphasized of the P 
played by personality in determining the sign! 
cance of a life situation to an individual. й , 
Attention is drawn to some parallel findings 9 
Some other workers both in regard to руш 
social factors and personality in cancers of som 
other sites as well as lung cancer. . неё 
The possible practical application of th A 
findings to early diagnosis, management ia 
prevention of lung cancer is emphasized as we 


К eas- 
a prior need for further research to refine m | 


: ings 
ures and to confirm these retrospective finding 
with prospective studies. 
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Depressive reactions of short duration 


By J. D. DENFORD* 


The disturbances described in this paper are 
to be distinguished from conventionally 
labelled neurotic and psychotic depressive 
Teactions, usually of longer duration, which 
can be thought of as illnesses. Instead an 
attempt is made to define and study the 
characteristics of those relatively stable well- 
defined but transitory changes in general 
Mental state with accompanying mood 
Changes which occur in the course of many 
Neurotic and psychotic illnesses, and in the 
lives of many, if not most, normal people. 
Such changes are familiar to anyone who 
treats neuroses. Slight variations in mood and 
е mental state are possibly a manifesta- 
i n of mental health and have an adapta- 
lonal function. But a gradation towards 
spree severity in these transitory changes 
t n be observed as one passes from normal 
9 pathological mental states, the mood change 
pe id more intense and the length of the 

ction longer. 
ei neurotic and psychotic illnesses begin 

1 an abrupt mood change, while sexual 

E "Versions and addictions, which are usually 
atc as steady states of dysfunction, are 
ë ten episodic—the patient is addicted in 
_Pisodes, and the homosexual person only 
*periences his impulses strongly during well- 
a and short periods of time. Such epi- 
es are often attended by some consistent 
aoe change. Many neurotic patients show 
milar fluctuations in symptoms and mood— 
© illness manifesting itself episodically. 
a tween such episodes the patient superficially 
Ppears well. In psychotherapy it is usually 
“cessary to define these depressive episodes 
Oth by duration and clinical features: and to 


* 
i Consultant psychiatrist, Ashburn Hall, Dune- 
%› New Zealand. 


decide what are possible precipitating and 
terminating factors. It is illuminating to 
correlate all these phenomena with what is 
known of the patient's life and psychopatho- 
logy. It is often possible to see that the 
depressive episode represents a microcosm of 
the patient's illness and also of certain life- 
experiences and problems. By defining such a 
reaction, progress is made in understanding 
the whole patient. In this study such definable 
episodes, marked by a mood change in the 
direction of depression with associated clinical 

henomena, are described. The episodes have 
a reasonably clearly observable beginning and 
end and the duration may be of anything from 
fifteen minutes, or even less, up to several 
weeks. The quality of the mood change com- 
plained of shows a considerable range, vary- 
ing from complaints which are recognizably 
depressive such as sadness and hopelessness, 
to states where anxiety or anguish or feelings 
of tension or anger are the main conscious 
experiences. No attempt has been made to 
distinguish reactions on the basis of the mood 
described. The general impression gained 
was that the mechanisms leading to onset and 
offset were similar whatever the subjective 
quality of the disturbance. It was decided to 
describe all of the disturbances as depressive 
ones because the mechanisms discovered 


seemed to justify the use of this word. 


THE LITERATURE 


Although such reactions are very common, 
there are few direct references to them їп the 


literature. Indeed the literature on neurotic 
depressive reactions generally is parse and 
has been said to represent mostly ' generaliza- 
tions from theories derived from the study of 
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chotic patients’ (Maddison & Duncan, 
1965), s a Slater & Roth (1955), 
discuss reactions of much longer duration and 
imply an absence of such fluctuations as are 
described here. Mendlesohn (1959) surveys the 
use and meaning of the term ‘depression’ and 
refers to the work of Rado (1951), Lorand 
(1946) and Glover (1955) as chiefly generaliz- 
ing from theories derived from Psychotic 
patients. Engel & Reichsman (1956) distin- 
guish between the classical active oral intro- 
jective variety of depression characterized by 
varieties of internalization of aggression, and 
an active pre-oral, pre-object type, which is 
better characterized by a phrase used by 
Bibring (1953): “The ego’s shocking awareness 
of its helplessness in regard to its aspirations.’ 
This distinction of two types of depression or 
depressive reaction also appears in the classifi- 
cations of Fairbairn (1952) and Good (1946). 
Fairbairn calls the non-classical variant distin- 
guished by Engel & Reichsman schizoid, 
while Good talks of schizophrenic depression 
and melancholic depression. Rado (1951) and 
Fenichel (1945) emphasize that the depressive 
reaction is a reaction to a fall in self- 


Fenichel describes depression as being ‘simul- 
taneously a fall in self-esteem and an attempt 
to caress the love object into delivering the 
narcissistic supplies necessary to restore the 
self-esteem’. The most complete account of 


this type of depressive reaction appears in a 
paper by Bibring (1953), He summarizes his 
ideas as follows: ‘What has been described as 
the basic mechanism of depression, the ego's 
shocking awareness of it's helplessness in 
regard to it's aspirations, is assumed to repre- 
sent the core of normal, neurotic, and prob- 
ably also psychotic depression. It is further 
assumed on the basis of cli 


nical material that 
such traumatic experiences usually occur in 


early childhood and establish a fixation of 
the ego to the state of helplessness, This state 
is later on regressively reactivated Whenever 
situations arise which resemble the primary 
shock condition, ie. when for external or 
internal reasons those particular functions 
which serve the fulfilment of the important 


esteem. 
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aspiration prove to be inadequate." He ee 
ceives of the depressive reaction as a Re 
emotional one to situations of Б 
frustration to prevent which appears a 
beyond the power of the ego’. ксы 
that lowers or paralyses the ego’s wee. 
without changing the narcissistically m 
tant aim, represents a condition of дери 
sion.’ ‘The individual will regressively -— 
with the feeling of powerlessness and pss 
lessness with regard to his loneliness, бон 
weakness, inferiority, evilness or guilt. e 
emphasizes that the state of depression rep к 
sents the patient's reaction to an awareness he 
the discrepancy between the standards 
requires of himself or his circumstances : i 
those he has actually been forced to ace 
within or without himself and he points dé 
that depression subsides ‘either (a) when cts 
narcissistically important goals and iK 
appear to be again within reach; or (b) ke 
they become sufficiently modified or we. 
to become realizable; or (c) when they cgo 
altogether relinquished; or (d) when the re- 
recovers from the narcissistic shock P ait 
gaining its self-esteem with the help of t "t 
recovery mechanisms with or without (0), 
change of its object апа goal. пу 
defence сап be directed also against the € Й 
of depression as such. This usually results 
apathy or hypomania.’ He conceives priv 
group of orally dependent people who bs of 
on oral narcissistic supplies ‘and col a 
When these are lacking, as the most frequ es" 
complication of the basic structure of дер н, 
sion. Such people regress to the oral pene 
anism of restitution in reaction to e 
frustration and try to recover by incorporat! 
“of the objects"? : eri 
Kehoe & Ironside (1963) describe Lr 
mentally induced depressive reactions 1950) 
hypnosis, and Engle & Reichsman ( in 
Studied spontaneous and experimentally 4110 
duced depression in an infant with a Ба ip 
fistula. These papers contribute pe 
formation about such reactions as аге ©, 
described. Sandler & Joffe (1965) deser. h 
Some depressive reactions in children W 
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information about precipi- 


some specific 
obtained from the 


tating experiences as 
Hampstead Index. 


CLINICAL MATERIAL 


Accounts of transitory depressive reactions 
were collected during clinical work. Their 
main features were summarized. Two ex- 
amples will now be examined in detail in an 
attempt to show the connexion between these 
transitory depressive reactions of adult life 


and childhood experiences. 


Case 1: Mrs A, twenty-four years 

Admitted to hospital after attempted 
suicide by drugs six months before. The eldest 
in a family of four, she had had an unloving 
and brutal father and a well-meaning but 
ineffectual mother who was unable to protect 
her from father's wrath. Towards him, she 
was outraged, angry and depressed, but to- 
wards mother, reproachful, disappointed, 
hopeless and sad. She felt guilty for hating her 
mothers ineffectuality, but had no such 
feelings about her father's brutality. He died 
When she was fourteen but she had already 


developed sexual promiscuity as an anti- 
depressant activity. In the men she loved, she 
felt at last she had “so 


mething of her own’. 
She had to adopt away à healthy baby she had 
at eighteen, but in her 


subsequent marriage 
she had a blind subnormal child. 


Her husband 
proved feckless and alcoholic, and although 
she struggled for years 


to care for both (she 
trained as a nurse during this time), she finally 
left both some months before her suicidal 
attempt. The attempt itself appears to have 
occurred in a depressive reaction after the 
ending of a relationship with another man 
which began when she left her husband. This 
need to always have а man to whom she could 
be attached and to become depressed when 
she lost him evidenced the great difficulty she 
had in individual existence and her feeling of 
incompleteness. She a 


Iso used her man asa 
Screen for her own ass 


umption of authority. 
When she lost him, she felt her pretentions to 
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be strong were expose 
Pac idis posed, and she became very 
rere eere lie 
, er child had gone 
to another mental hospital, and she herself 
was ; being strongly criticized about her 
relationship with a young male patient. After 
discussing this in an interview, she suddenl 
felt depressed, went to her room and m 
mained in this state about fifteen minutes 
She said she felt ‘awful’. She began thinking 
that she was feeling bad because she felt 
helpless to *do anything about' her son and 
her boy-friend. After this thought, she felt 
immediately relieved, and the sense of help- 
lessness disappeared. Some despondency re- 
mained, but this gradually lifted over the next 
hour. She dressed and went to the public 
room, talked with another woman, had a cup 
of coffee and listened to a favourite radio 
programme. During the evening, she avoided 
a social function where she would have met 
her boy-friend. 

The terminating experience of this depres- 
sive reaction seems to have been the thought 
of a ‘simple’ insightful nature which was 
accompanied by a feeling of power directly 
contrary to the precipitating experience which 
was one of helplessness in respect of these 
two important object relationships. This 
experience of feeling powerful was followed 
by a persistent, though less intense, hopeful 
emotion, which led to her seeking distraction 
to which she was able to respond increasingly, 
and her mood became equable. The initial 
terminating experience came from within her- 
self, and her subsequent ability to accept 
distraction from outside herself seemed to 
depend on the initial ability to find strength 
in herself. 

The experience of helplessness was à 
repeated one in her life with both parents. 
With father there was strong fear as well, 
with mother, frustration. She feared father’s 
violent threatening behaviour—for example, 
a memory from four years was of his ‘looking 
funny’ at the meal table because he had had 
his teeth removed. She stared at him curiously 
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and he began to shout at her to stop. She 
remembered having no confidence that her 
mother could protect her from him. Out- 
bursts of frightening rage in her father were 
a normal feature of her whole childhood. She 
felt especially vulnerable as the oldest child, 
and perhaps was. She also connected her 
inability to please him with her being a girl. 
She felt that his dissatisfaction with her had 
something to do with this, but it was also 
connected with the feeling that what was 
wrong in her and angered him was to do with 
the fundamental nature of her and unalter- 
able. But she also felt intense anger in res- 
ponse to his, and raged at her own weakness 
and the situation which apparently denied her 
the right to develop any sort of protective 
power of her own. Anger and the display of 
it were masculine attributes. Since she was 
female, she had no right to it, but instead 
must identify herself with the spineless mother, 
Since she did become very angry within, she 
knew she took father’s masculine power 
secretly and opposed him with it and so 
incurred all the consequent risks. Her sense 
of lacking the right to increase her personal 
power while experiencing very strong im- 
pulses to do so was very clearly displayed in 
her account of these childhood experiences, in 
adolescent and early adult social, sexual, and 
educational efforts, and in her response to the 
implications of treatment. In treatment she 
felt she was being offered a part in the (male) 
therapist’s power, a meaning which was 
emphasized by her already being a psychi- 
atric nurse. She distrusted the sincerity of his 
offer and feared the consequences of accept- 
ing it. Later in treatment she recognized that 
it was not necessary to take from him to 
enlarge her own power (which was some 
relief), but she still feared his envy if she did 
act strongly. 

What she felt she could develop in herself 
is shown in the depressive reaction. This was 
the capacity to think constructively in relation 
to her weakness, in face of her feelings of 
powerlessness and convictions that there 
was nothing she could do. To think and 
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understand and relate these current ex- 
periences and feelings to the past seemed 
to result in a specific experience of being 
Strong, contrary to the feelings of helpless 
ness and frustrated anger which had begun 
the reaction, and further, to offer a way 
in which the energy of her anger could be 
channelled into rational effort which had à 
Positive meaning in the therapeutic relation- 
ship. 

Her mother's ineffectuality had been clearly 
Tecognized by her very early in her life. "m 
could not be depended on for anything, bU 
especially for protection against e 
Mother was weak and provoked contempt a 
the patient. She could not love or admire ЧЕ 
and distrusted her warmth and attempts 4 
comfort. She felt that her mother had no 
understanding of the real situation she was = 
and instanced her attitude to her marriag 
which she had opposed from the start, a 
when it went wrong could think of the patior 
leaving her husband and going home to ae 
as the only solution. She experienced € 
mother as empty, useless, weak, as ni n 
of whom she could make nothing, from iar 
she could get nothing effective to help her wit" 
the terrible problem with which her experienc 
of her father posed her. In fact what she e 
learn from mother was that these problem 
could be apparently solved by identificati? 
with the man. She unconsciously copied y 
mother in always needing a man. She came 7 
this understanding by examining her ange 
at that fact that she could never approac 
her mother except through someone else 
always a man. It was through this Ned 
mechanism that she was led to experien? 
her depression. The depression, then, He, 
that she recognized her identification цен 
Mother as a helpless, powerless fema d 
her dependence on a man to complete her: 


e 
and her despair of ever being able to chang 
this. 


Case 2: Mr B, thirty-four years ё 
This man, in psychotherapy a year, said : 
had gradually become depressed over the 14 
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two weeks. He had been waking anxious at 
3a.m. to read, listen to records, think and 
Sometimes sleep again. By day he was life- 
less, sometimes unhappy, or merely touchy. 
All things looked different, drab; colours 
lacked vividness. Towards the end of the 
session, he told how his friendship with a girl 
Was breaking up and that he was feeling the 
loss, and he ended by remarking that his 
mother's going home after a visit (she lived in 
another town), two weeks before, may have 
Played some part in causing his disturbance. 
As soon as he left the consulting room he felt 
cheerful. Colours looked normal again. His 
sleep that night was normal and his general 
Mood back to normal the next day. He 
remained so for a month until à similar 
change occurred. | 
Later discussions showed that experiences 
both with his mother and his girl-friend had 
Precipitated this depressive episode. His 
Mother had derided both his psychotherapy 
and his classes at university and night-school. 
She offered to pay his fare to England and 
told him not to waste his time any longer. His 
friend, a married woman who had protected 
and advised him, had been trying to end the 
friendship, and the development of this situa- 
tion had increased his disturbance. With her 
he felt he was losing all those intellectual 
Tenewing and hopeful activities he had begun 
while knowing her. . 4 
During periods of his adult life he earned а 
high income as a salesman. What he sold was 
Unimportant. He did not respect this ability. 
It depended on a ‘trick’ of making @ quick 
relationship with the buyer until a sale took 
Place. He could convince the buyer of his 
having some special personality trait, but was 
himself quite unconvinced. The power and 
money it earned him were false, derived from 
à confidence trick. When depressed, he would 
Bive away or otherwise dissipate all he Par 
made when well. He had left a lucrative JO 
to marry the woman from whom he had 
Separated several months before starting 


treatment. 
Her attractions for him were not only her 
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strength and confidence, but also her rich and 
powerful father. He gave up his own false 
success to ally himself with real power. Al- 
though after marriage he could again sell with 
success, he could never match the resources 
of his wife’s family, but their relationship was 
stable until she had a still-born child. The 
unconscious sexual meaning of his powerless- 
ness seems to have been confirmed by this. 
The strength and confidence he had admired 
in his wife became persecuting for him. Com- 
munication between them rapidly lessened 
and their former loving changed to open 
hostility. His wife eventually would have 
nothing more to do with him and began open- 
ly to use her family’s money to control all 
aspects of their affairs. He felt faced with 
problems he could not solve and became very 
unhappy. He very soon began relationships 
with two other women and continued to have 
at least two women from the time of his 
separation from his wife. By this arrangement 
he avoided the possibility of feeling helpless 
should he again be rejected. He told each 
of the other’s existence and insisted on 
their toleration. The arrangement clearly 
satisfied his need to be cruel as well as safe. 
He was able to feel more powerful than 
either woman provided she continue to love 
him. 

Experiences of helplessness to control or 


alter bad circumstances had also been fre- 
ife with his parents. His father 


d to help his children to learn. 
h father were a major 


feature of life from eight to fifteen. He was 
terrified of his father’s bad temper and is sure 
he never learned a thing, but continued to 
submit all over those years in a dogged 
accepting way still characteristic of him when 
faced by powerful people, unlike his brother 
who escaped by always bursting into tears 
when lessons were mentioned. Idealization of 
the powerful parent and identification with 
his aggressive purposes seemed to be the 
mechanisms leading to his helplessness to 
resist. With such people he cannot make any 
effective use of his anger on his own behalf, 
Med. Psych. 40 


quent in his 1 
tried very har 
Evening lessons wit 
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and if the power of the other is great enough 
he cannot think, his mind becomes a blank 
and his actions wildly inappropriate. 

Although father was dangerous, he was 
consistent, and the patient knew where he was 
with him. Mother was inconsistent. He never 
had a clear idea of her. He couldn’t talk to her 
or confide in her about anything disturbing 
him because she was invariably upset herself. 
Then again, the things she said were either 
impractical or misleading and untruthful. He 
was early aware of her unreliability, and can 
remember testing her with questions about 
sex and knowing that her answers were un- 
truthful. He did not think she understood the 
situation created by father’s aggressiveness. 
Instead, she complicated it further by criti- 
cizing him or herself and trying to make the 
children her allies in this. She would say that 
she was dying for the patient to be big enough 
‘to give father a hiding’. Later she would 
initiate ‘games’ in which they would all 
wrestle with father and she would sit on 
his head. When he realized that it was not 
really a game, he would lose his temper 
and they would all suffer for the rest of the 
day. 

Behind her weakness, however, he sensed a 
strength. She would cry to get his sympathy, 
but then show her strength or cunning. He 
felt ‘it was a good trick’. but he was sure he 
was being cheated. When he Brew up, he 
thought that his father must have been si 
larly unable to find anything stable in Һе 
well and that this explained much of 
behaviour. He felt that his mother had m 
it impossible for the family to function well, 
and that she had come between him and his 
father. After discussing these things in the 
session he had asked, ‘does anything come 
out of all this?’ This seemed to be a restate- 
ment in the transference of the fact that the 
experience of his parents left him feeling simi- 
larly, that he emerged with a sense of having 
nothing. Nothing solid or dependable or 
admirable in himself as a result of his experi- 
ence of them. He felt it had made him un- 
marriageable. 


mi- 
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RESULTS 

Precipitating experiences (a) Р 

An experience of helplessness, or the possi 
bility of being rendered so by being salt: | 
meet a sudden challenge, was ап aie, 
element of the precipitating experience in 4 
studied cases. In some, the helplessness pe 
engendered by situations where conflic 
between instinctual and super-ego demands 
could not be resolved. Powerlessness to aven 
eventual punishment by super-ego age 
when their rules were flouted and subsequen 
events could be interpreted as retribution 
could also be a sufficient precipitating gi 
ence. It is true that this experience could 
understood as involving loss of good Él 
or of their love, but the personal experienc 
that seemed important to the subjects ашеи. | 
was that they were powerless to prevent t А 
loss—it was inevitable if certain rules We 
not observed or certain instinctual needs ol 
given up. Each experience of helpless” с 
could be equated with specific failures © 
primary relationships. The subject was m4 p 
aware of never having been given some us 
sonal quality or of never having been able РЕ 
take something of that nature essential for t d 
proper and effective exercise of power, t J 
solution of conflict, the toleration of {гїї 
tion, etc. The emotional state between de 
Sive reactions represents a successful on 
of this lack, while the precipitating experien „ 
dismantles this defence. 


The depressive reaction (b) 


The precipitating experience states for F 
subject the existence of an unsolved maj e 
emotional problem, and the depressive E 
tion can be understood in part as a mobil 
tion of the subjects’ mental energies with яй 
consequent focusing of thought (a concent” 
tion of attention) on the problem to atterip 
its solution. The mood-change expresses d 
the subject feels about the precipitat! e 
experience, but the state of attention can e 
understood as arising out of a problem-s° 2 
ing intention, a search for a solution. In ? 
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established depressive reaction, the subject 
can often be observed to ignore stimuli which 
do not seem to offer hope of countering the 
precipitating experience, but to respond with 
attention to stimuli which do offer or seem to 
offer such hope. If, as a result of so respond- 
ing, there occurs a subjective experience which 
appears to contradict the precipitating experi- 
ence then this constitutes an incipient termi- 
nating experience. Such an experience may 
enable the subject to act and think further to 
. reinforce this, and a sustained reversal of the 


precipitating experience occurs. 


Hypomanic and apathetic precursors (c) 


In some of the cases a hypomanic state of 
varying length (sometimes as long as à fort- 
night) preceded the depressive reaction. Here, 
either the precipitating experience had not 
been consciously perceived at all, or if it was 


So perceived, its depressing meaning for the 
denied by some 


. Subject was ignored, oF › 
Mechanism such as over-activity or aggressive- 
Ness. Very similar mechanisms could be seen 

e of increasing apathy 


to lead to the experienc 
d of by other subjects. 


and tiredness complaine i 
In both hypomanic and apathetic cases there 
was an apparently unconscious perception of 
the precipitating experience and appreciation 
of its depressive importance for the subject. 
from the experience 
sing increasing dis- 
reaches a sufficient 


The problems arising 
demand solution by cau 
comfort which eventually e 
` Intensity to successfully engage the executive 
Parts of the psyche. When the precipitating 
experience is immediately reco gnized a depres- 
sive reaction follows which in its turn may 
lead to a terminating experience. In other 


i ecognize 
Words, it appears that one has to г 
l » n ression before one 


_ апа experience one’s depres 
can do anything to alleviate it. In сше of s 
. €xamples subjective recognition of fi 
sive reaction initiated problem-solving oug 
Which was soon successful. 
Terminatin, eriences 
g exp 
s the events apparently 


For all subject 7 
Г d reaction were experi- 


ending the depressive 


ences in which the subject felt he had sufficient 
power or effectiveness. The power was found 
either in the subject's own resources or those 
of others. The former could be called ‘self- 
reliant subjects’ and the latter * dependent" The 
power resided either in thought or in action. 
It is questionable whether there is any essen- 
tial difference between these two, but the 
most important practical advantage of the 
former is the flexibility such a capacity con- 
fers on the subject, the ability to recognize 
further precipitating experiences and devise 
further terminating experiences. It ceases to 
be such а hit-and-miss affair. To depend on 
action meant to depend on accident, on the 
state of the environment and the responses of 
others, to a much greater extent than did those 
who could resolve their depressive reactions 
by thinking. It is important to distinguish the 
action which might result from successful 
thinking and that which is carried out with 
the unconscious purpose of solving the prob- 
lem. The former is consciously directed and is 
not strictly part of the depressive reaction but 
results from its successful termination. The 
latter is part of the depressive reaction. 

The experience of power in thinking could 
derive from the subject merely recognizing 
that he was depressed, from understanding 
its cause (as in becoming aware of a conflict), 
from thinking in a constructive way about the 
matter of the precipitating experience and 
arriving at some partial or complete solution, 
or from translating such solutions into action. 
Self-reliant subjects initiated their own termi- 
nating experiences by originating thoughts 
within themselves. Dependent subjects could 
not do this and made contact with this capa- 
city in others. Those who found power in 
action could be understood as lying midway 
between these extremes. The self-reliant 
subjects had usually more psychotherapy than 
the dependent subjects, and in fact could be 
seen to steadily increase their capacities to 
accomplish this during the course of their 


In fact, psychotherapy can be under- 
xs E d often with the defini- 


stood to be concerne 
tion of depressive reactions as described here, 
4-2 
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and with understanding what precipitates and 
terminates. Using this information, efforts may 
be made to organize or manipulate the en- 
vironment so as to encourage the occurrence 
of terminating experiences, but far more in 
portant, to attempt to increase the subject s 
capacity to initiate his own terminating 
experiences. A great deal of therapeutic 
activity can be seen to stop short of the last 
aim, the subject not increasing his own thera- 
peutic capacity, but remaining dependent on 
that of the therapist.) 

In many of the examples, the subjects in 
initiating their own terminating experiences 
showed identficatory behaviour with the 
therapist—it is what he would have done— 
sat down and thought about it. By initiating 
an effective terminating experience the subject 
achieves a reversal of his depression, or of 
the precipitating experiencing to which the 
depressive reaction is the affective response, 
and this reversal is connected with an achieve- 
ment of a successful unconscious introjection 
of the powerful therapist. This denial, how- 
ever, is only partially irrational, because the 
capacity to think in relation to the precipi- 
tating experience is a real source of power and 
the subject is manifesting a real capacity to 
carry out this function. 


CONCLUSIONS 


The depressive reaction is a living again of 
the past reality. The depressive mood is the 
appropriate emotional response to that past 
situation. The depressive reaction represents 
a re-entry in phantasy to that past time and 
the re-experiencing of the appropriate emo- 
tions. Attention is restricted to the material 


of the original depressing experiences, What 
is established following on the ter 


experience does not, however, app 
the reverse. The state of mind of the subjects 
after the terminating experience showed a 
normal freedom in the directing of attention 
both to present realities and to those of the 
past, including those matters which were the 
apparent originals of the precipitating experi- 


minating 
ear to be 


J. D. DENFORD 


H 


ences. What was different in the two M. 
was the absence of the tendency to e 
or restrict the field of attention, and t 
changed mood. 

The alteration of mental state such SU 
jects experience is in respect of these (шен 
The past experiences were presumably of $ $ 
intensity as to compete successfully for atte 
tion when events occur in the present whit 
are associated with the original experiepen | 
and so bring the meaning of those past pet | 
again into conscious awareness. The sub} n. 
cannot control the direction of his attenti 
He is at the mercy of chance events which h ing 
a meaning associative to his depress 
experiences. hild” 

It may be deduced from this that ch a 
hoods which include sufficient ge | 
compelling events may be depressive Pri 
ducing, but an ordinary childhood prob. c 
contains sufficient attention-compelling par 
if there is a primary physiological basis rth 
this disorder of attention. It is also Mee 
seeing that the same disorder may be an 
operating in childhood and adulthood “the 
complicating the situation by leading t9 i 
formation of new bases for future depre? e 
reactions as a result of the sensitivity © ents 
Subject to psychologically meaningful ev uff 
in the present, When these events are ао 
ciently intense, as in war and bout Ё 
neuroses, this can be seen to occur 10 а А 
siderable proportion of subjects. It is co 
be noticed that this capacity, to contin. ci 
form new attention-compelling соп. Я 
must be present for any relationship to T 
tion in a therapeutic manner. A ere 
therapeutic relationship involves the та Ый 
їп {һе Subject of a new, relatively x 
mental construct of that therapeutic ed 
Ship which has strong attention-compe 


e 
E P 3 ; о 
characteristics of an anti-depressive and hoP 
ful nature, 


SUMMARY pott 
A study of depressive disturbances of el 
uration is presented, and theories E a 
causation are reviewed. Two clinical examp i 


d 
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described in detail and related to the subject’s 
early development and the results from a larger 
collected sample summarized. A pattern of events 
is defined beginning with precipitating experi- 
ences causing feelings of helplessness and depres- 
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sive reactions in response to these, and terminat- 
ing with experiences evoking feelings of power in 
the subject. Finally, some theoretical conclusions 
regarding the psychological nature of such reac- 
tions are drawn. 
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Emotion and atherosclerotic heart disease 


I. Electrocardiographic chang! 


es observed on the recall of past 


emotional disturbances 


By LOUIS H. SIGLER* 


es Ше present-day emphasis on laboratory 
stigation of the aetiology and patho- 
genesis of atherosclerotic heart disease, with 
Special concentration on blood lipids and 
, Cholesterol, we seem to disregard. clinical 
| Observations which point to many additional 
І p perhaps more important operative fac- 
^ ‚ some of which were briefly summarized 
ore (Sigler, 1949). One of them is the 
.. PSychogenic element which is neglected 
ima it is claimed that there is no definite 
oratory proof to consider it a cause. 
i must be understood that laboratory 
Uré to prove cause and effect between 
: mJchogenic disturbances and the develop- 
бер of atherosclerotic heart disease 15 due to 
= act that the anatomico-pathologi¢ changes 
We е develop very slowly over many years and 
\ ae duplicate its natural evolution by 
Е i laboratory experimentation. Study must 
ph ased on observations of recurring acute 
Rui сюйе changes that take place over years 
cau assume that such changes eventually 
Se structural anatomic pathology. 
E is a common clinical observation that 
TOnary heart disease occurs more frequently 
nd Ш. greater degree in high-tension indi- 
to als. In their work such individuals attempt 
{0 outdo their neighbours. They assume (00 


Much responsibility and are greatly disturbed 


by": 
Y failure, They are over-aggressive and work 


Wi ; ; 
thout sufficient rest, recreation OF vacations. 


n their play they take things 100 seriously 
are highly competitive- In their family life 
y in wordly events they аге great 

Telatively trivial matters. S 


nd 


* 
Consultant Cardiologist, Coney Island . 


Pital, New York. 


should certainly be considered one of the 
factors in the pathogenesis of this disease. 


HAEMODYNAMIC CHANGES UNDER 
EMOTIONAL STRAIN 


Clinically it is well recognized that severe 
psychic and emotional strain causes an 
accentuation of the haemodynamics of the 
circulation. There is a rise in blood pressure, 
acceleration of the heart rate and an increase 
in the cardiac output, all of which cause à 
temporary increase in distensibility and strain 
of the major arteries. The coronary arteries 
undergo relatively greater strain than other 
arteries of the body because of their greater 


distension during systole due to compression 


of the intramural coronary branches during 


this phase of the cardiac cycle which inter- 
feres with the free flow of blood through the 
myocardium. The major flow occurs during 


diastole (Wiggers, 1954; Sabiston & Gregg, 
t investigation reported by 


e coronar circulation in 
"€ ees " Tp prora excitement, it 
atthe coronary blood pressure 
stroke volume and flow are greatly increased, 
and the left coronary artery undergoes marked 
distension. The same effects were observed on 


stimulation of the stellate ganglion. Tt is 
sume that recurring increase 


distension of major arteries, 
e coronary arteries, during 
emotional strain € у rs may cause 
intimal damage, especially in areas where the 
strain is greatest as at bifurcations, branch- 
ings and angulations. Tissue reaction to 

formation follow, in 


injur and capillary 10 
ei attempt at гераі: Gradual develop- 
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ment of atheromatosis is caused by deposits of 
lipids, and in more advanced cases of calcium, 
in the damaged areas. This concept is sub- 
stantiated by the pathologic studies of the 
coronary arteries in individuals of all ages, 
by Moon & Reinhart (1952) and by Enos, 
Holmes & Beyer (1953). . 
The uneven distribution of atheromatosis 
in the arterial system seems to prove this 
theory. The greater frequency and severity of 
atheromatosis in the coronary arteries than in 
other arteries in the body; the usual absence 
of atheromatosis in the pulmonary arteries in 
individuals where the pathology is marked 
in the systemic arteries; the development of 
atheromatosis in the pulmonary arteries in 
individuals who have interference with free 
flow of blood from the pulmonary vascular 
system to the left atrium such as in mitral 
pathology, some congenital cardiac disease, 
pulmonary disease and other conditions where 
there is increase in the blood pressure of the 
pulmonary arteries; the concentration. of 
atheromatosis in segments of the Systemic 
arteries which offer greater resistance to the 
flow of blood, as said before, all speak for an 
increase in the haemodynamics of the circula- 
tion from time to time as the initial cause of 
the disease. Of course, there may be additional 
factors such as recurring low-grade inflam- 
mation, toxic and endocrine materials and 
others which cause local endothelial injury of 
the arteries and predispose to deposits of 
lipids. Wexler & Kittinger (1959) induced the 
development of early lesions of atherosclerosis 
in rats by repeated breeding and the severity 
was increased by unilateral nephrectomy and 
injections of ACTH. 


EMOTION AND AN ACUTE CARDIOVASCULAR 
INSULT 


Although there is no direct proof that 
emotional strain plays a role in the slow 
development of atherosclerosis, an acute 
severe emotional upset, such for instance as 
that caused by sudden news of the death of a 
beloved one in the family, is known to pre- 
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cipitate an acute cardiovascular accident. E 
attack may consist of tachycardia, arrhy 1 
mia, or the anginal syndrome. In severe pum 
myocardial ischaemia, focal necrosis or gro 1 
infarction may develop. Cerebral sani 
is observed in some cases. The exact mes i 
anism of the onset of the acute changes s 
definitely known. However, autopsy poni. 
and a knowledge of the increase in m 
dynamics under emotional strain suggest t ia 
a temporary severe increase in ingerere 
pressure is the cause in many cases. AC x 
increase in intracoronary pressure may pe 
subintimal capillary haemorrhage in rdi 
atheromatous plaques with extension o ЕЁ 
plaques and acute narrowing or comp 
occlusion of the coronary lumen as shown А 
Paterson (1952). There may ог may at 
superimposed coronary thrombosis. e" 
degree of myocardial damage depends uP as 
the amount of acute coronary pathology val 
well as the extent of an existing collate 
circulation. 
Other neurohormonal disturbances idum 
by emotions probably participate "opu 
process. Thus, a shortening of the clo! aal 
time of the blood induced by emotio 
disturbances was observed by Cannon cht 
Menderball (1914), Drayfuss (1952), He 
(1952) and other authors. Mora, Anime 
Hoffman (1926) observed an increase og 
red blood cell and leucocyte count 1n 
Subject to irritation. Schottstaedt, vwd. 
Wolff (1955) found а loss of body fluids 2 
sodium under apprehension, appe 
haviour and intense anger. Hirsch & Zyl 
zach (1947) induced cardiac infarction ч: 
out changes in the coronary arteries іп г at * 
excitation and over-exertion. Sobel & Mon 


«in dO. 
(1959) produced myocardial necrosis in nct 


ers” 
ith 


by administration of pitressin, a ist 
known to be released by stress. icm 
(1959) induced a fibrous type of gu 

With myocardial infarct-like lesions rind 
encepholomalacia in rabbits by administe e 
Serotonin and adrenalin. Raab Dek 
demonstrated that sympathotropic cate’ ve 
mines induced by strain and emotion ha 
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specific oxygen-wasting chemical affect on the 
heart inducing myocardial hypoxia and des- 
tructive changes. Rosenman & Friedman 
(1957) and Peterson, Wilcox, Haley & Keith 
(1960) have found an increase in the serum 
cholesterol under emotional stress. 


THE ELECTROCARDIOGRAM UNDER 
EMOTIONAL STRAIN 


Ina previous paper (1961) I reported several 
Cases showing electrocardiographic changes 
On emotional strain and have quoted a num- 
ber of other reports from the literature. The 
abnormalities may consist of RS-T segment 
depression and changes in T-wave from posi- 
tive or negative phase in various leads. There 
may also be an increase or decrease in voltage, 
change in direction, slurring, notching and 
Widening of the QRS complex and even com- 
plete bundle branch block. All of these indi- 
Cate acute electrophysiologic alterations in the 


heart, 
It occurred to me that if patients with an 
emotional tendency could recall some past 
ences while recording 


traumatic psychic experiences 
the electrocardiogram and if acute electro- 
Cardiographic changes occurred, during the 
Tecall, the procedure would be of value im 
Studying the affects of emotion on the heart. 
Within the past year I have carried out 
Such electrocardiographic studies in à number 
Of patients and have observed interesting 
Changes, This paper is à preliminary report of 
ту observations. 


MATERIAL AND METHOD 

The patients were adult males and females 
Who were usually easily disturbed emotionally 
from time to time. Many showed variable 
degrees of inactive atherosclerotic heart 
disease with past healed myocardial infarction, 
but were asymptomatic at the time the tests 
Were carried out. Others had a greater or lesser 
degree of anginal pain ОП exertion or on 
emotional upset. Still others have had no 
demonstrable cardiac disease but showed 
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merely some unexplainable changes in the 
electrocardiogram from time to time. Most of 
these have had severe emotional disturbances 
or psychic trauma in recent or more remote 
past. 

A twelve-lead electrocardiogram was ob- 
tained with the patient in the dorsal recum- 
bent posture at rest. Immediately after, and 
with the patient in the same posture, à second 
tracing was recorded while he or she related 
a past psychic traumatic experience or emo- 
tional disturbance. The recollection was 
helped by pointed questions. 


OBSERVATIONS 


The electrocardiographic changes during 
the recollection of a disturbing experience 
generally varied with the severity of the 
original psychic trauma and the patient's 
reaction to it. Where the original trauma and 
the individual's reaction were not severe there 
werenosignificant changes even inthepresence 
of atherosclerotic heart disease. Where the 

sychic trauma and the emotional reaction 
were severe, variable changes occurred in 
many cases, especially in the presence of 
atherosclerotic heart disease. The changes 
often varied with the patient's moods when 
the experiment was repeated at intervals of 


weeks or months. А 
The following are brief illustrative case 


reports showing significant changes: 
Case 1, a highly emotional 58-year-old 
female, complained of occasional dyspnoea, 
recurring anterior chest pain on any upset, 
and insomnia. She had been married 25 years 
and had had two miscarriages and one 
caesarean birth where the infant died. Her 
husband died at 59 years of age from acute 


myocardial infarction and she felt *lost to the 


world’. However, 4 years later she remarried, 


ew husband was ‘very cruel’ to her. 
Die teed pressure varied between 196/110 
and 160/94, and the heart rate between 68 and 
104 beats per minute, at various times and 
moods. First sound was split at apex, no 


murmurs Were audible. 
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An electrocardiogram obtained at rest 
(Fig. 1A) shows right bundle branch block. 
One obtained immediately after (Fig. 1B) 
while reciting periods of unhappiness and 
disappointment shows marked changes in the 
terminal ventricular complexes, especially in 
the precordial leads V, through Vos and fre- 
quent ectopic ventricular contractions. 
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and a slightly diphasic T wave in leads rhe 
and Уз. Fig. 2B, obtained immediately a e 
Fig. 2A, while discussing his business diffic d 
ties and losses, reveals left bundle brane 
block. | 

Case 3, а 65-year-old male, was subject E 
recurring severe attacks of anterior chest P oft 
radiating to the interscapular region and 


Fig. 1. A, Right bundle branch block. B 
and disappointments: fre 


S-T segment and changes in T-wave in leads Vs to V;. 


Case 2, a 77-year-old male, was subject to 
some shortness of breath on exertion for about 
10 years. He sustained an attack of posterior 
wall infarction at 75 years of age and since 
then he experienced anterior chest pain on 
any anxiety or physical strain. He worked 
hard all his life and built up a successful 
catering establishment, but he was recently 
compelled to liquidate it at a great loss be- 
cause of business reverses. He worried a great 
deal about his financial difficulties. His heart 
was moderately enlarged, aorta widened, 
heart rate varied between 70 and 90, regular 
sinus rhythm, blood pressure varied between 
130/70 and 185/100. Fig. 2A is an electro- 
cardiogram obtained at rest, which is within 
normal limits except for some remains of the 
old posterior left ventricular wall infarction 


, Immediately after A, while recalling ere sera 
quent multifocal ectopic ventricular contractions; depression of t 


5 
arm. It first appeared in mild form at 48 ун 
of age while confined іп a concentration са r 
during the Hitler persecutions where t of 
members of his family were killed in fron - 
his eyes and he himself was under вай! n 
threat of death. These frightful memories this 
a hard adjustment to a new life in ars 
country accentuated the pain and at 58 У ей 
of age he sustained ап attack of posterior t 
ventricular wall infarction. From then - ad 
anginal syndrome became more severe wi 
cardiac enlargement gradually develop i rate 
Occasional left heart failure. His heart ш 
varied between 90 and 130 апа blood e s 
between 100/65 and 125/80. Heart pem 
were poor and a protodiastolic ga | 
rhythm occurred during failure. Fig. ol 
obtained at rest, shows remains of his 
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p left ventricular wall infarction and 
тк e subendocardial myocardial isch- 
evum the anterolateral wall of the left 
Ne т Fig. 3B, obtained immediately 
^" гаа was describing his tortured 
n. in the concentration camp, shows 
ж - changes in the QRS complex in Ve 
ST ere is much greater depression of the 
pides ian with diphasic T-wave in Va: and 
ieri depression of the S-T segment and 
infin negative T-wave in leads Va and Vs 
о of a much greater degree of isch- 
affer d Fig. 3C, repeated 5 minutes later, 
or. he quieted down, the depression of the 
segment in Уз, Var Vs, is much less 
тора and the T-wave is positive in Уз and 
es negative im Vos Vie DT lesser 
ischaemia. Another tracing obtained 
minutes after Fig. 3C showed the same 


гаша: as in Fig. 3A, which were the usual 
ndings in his case even when not disturbed. 


aVF 


I п aVL 


AS 
dtd 


ШШЕ 


ШОП 


uh 
tul 


Ve 


Fig. 2. A, Normal int 
great losses in bu 


Case 4, an introspective, 
Worrisome 63-year-old female, 
My observation now 12 years- Her 
Plaint was pain in various parts © 
usually spontaneous. but often © 
ing nature in the retrosternum 
cold weather. She also complaine 
Ta skipped beats» 
т sensation 

ody is shaky, and numbnes 
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and face. Her subjective disturbances w 
relieved by reassurance, sedatives and e 
quilizers. The heart was of normal size at 
between 56 and 100 beats per minute. regular 
sinus rhythm. In the course of ume she 
developed some peripheral arteriosclerotic 
changes and a short systolic murmur in the 
aortic area. Her blood pressure was pro- 
gressively increased and varied between 150/ 
90 and 220/116 over the years. Fig. 4A was 
obtained at rest. The T-waves are negative in 
the precordial leads V, to V5, and isoelectric 
in Ve Fig. 4B. obtained immediately after 
Fig. 4A, while expressing great anxiety over a 
seriously sick sister, shows a lesser negativity 
of the T-wave in Vs, Va and V, and it is now 
positive in Vg and Ve There is also a lower 
voltage T-wave in leads I and aVL and the 
voltage of the QRS complex is somewhat 
lower in some of the leads. 

Case 5, this 69-year-old female has had 


у V 
Y Ve 


ЕЕ 


EE 
Bd 


p 
Qmm 


[onn 


raventricular conduction. B 
i siness; left 


ШТ 
Lol: 


a 


rete ee He ET 


ИШИ 


j Immediately after A, while discussing his 
bundle branch block. 


arterial hypertension for 25 years. When first 
seen at the end of that time she had genera- 
lized arteriosclerosis with main Jocalization 
in the cerebral arteries and the aorta, and 
marked left ventricular hypertrophy. Her main 

weakness, speech defect, un- 


symptoms were 
steadiness in gait, and crying spells on any 
Extraocular movements 


trivial irritation. 
were normal, pupils reacted to light and in 
accommodation. She had moderate tremors 
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of hands and marked accentuation of the 
knee-jerk bilaterally. Her blood pressure was 
230/110 but was reduced to 200/84 by rau- 
wolfia. Her blood cholesterol was 240 mg. %, 
fasting blood sugar 90 mg. ^5, urea nitrogen 
23 mg. %, and uric acid 4-6 mg. %. Fig. 5A is 
her resting electrocardiogram. The heart rate 
was 60 beats per minute. It shows features of 


than in A. 


L. H. SIGLER 


left ventricular hypertrophy. Fig. 5B was 
obtained immediately after, while recalling 
‘agonizing’ events connected with the death 
of three of her sisters some years before. The 
heart rate went up to 100 beats per minute. 
The Q-T interval is 0:38 second whereas in the 
resting state it is 0-42 second. There is a large 
R-wave whereas previously there was ? 


gative T in Уз, V4, Уз» 
ern still more marked 


Emotior 


In lead aVL 
d in aVF 
fore, and there are 
ntricular 
and Ve- 


DM S-wave in the third lead. 
7 R-wave is of lower voltage an 
of higher voltage then be 


m z 
arked changes in the terminal ve 
Vs 


complexes, especially in leads V4. 


aVL 
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experiences in the subconscious, causing 
stimulation of the vago-sympathetic areas in 
the hypotholamic region and setting up an 
excitatory process affecting the heart. Inas- 


much as the electrocardiographic changes 


у, 


Fig. 4. A, Resting electrocardiogram. Negati 
low voltage T in Ve: B, Immediately after A, 
Voltage of QRS complexes is lower in leads 
positive in lead I, positive lead III, less nega 


positive in Vs. 


I 


Fig. 5. A, Resting electrocardiogr 
ventricular hypertrophy, Q-T interval 
deaths of three sisters. Heart rate was 1 
voltage R in leads I and II, shift in direc 
and higher-voltage R-wave in lead a 
what depressed but the T-wave is more 
more rapid heart rate and slight shift o 


COMMENT 
in Changes in the electrocardiog 
ex Our cases on recalling p 
s s of fear, frustrations 
wae i disappointment, harassme 
ity suggest the revival of these $ 


ram observed 
st disturbing 


nt and bru- 
tored-up 


ve T-wave in precordial 1 


tive in V; through Vas 


VF; the S 
positive, 
f main el 


eads V, through Vs and 


ressing great anxiety over à sick sister. 
; T-wave is less 


L, and higher in Vo; 
positive in V5, and more 


while exp’ 
I, aVR, aV 


Features of left 
B, Immedi while discussing 
e, Q-T inte 
Ш, lower volta. 
leads П, Уз, Уз 
ndency, all probably due to 


ectrical axis towards the right. 


ed immediately after the resting electro- 
ed, in each case, with 


was obtain 
n exactly the Same posture as 


before, they cannot possibly be attributed to 
other causes than the recall of the psychic 


traumatic experiences. 


оссигт‹ 
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The main response to emotional disturb- 
ances appears to be through the sympathetic 
nervous system. The widespread ramification 
of the neurons here connecting the central 
nervous system with all internal organs, the 
endocrine glands and autonomic ganglia, are 
adopted for reaction to serious life experi- 

s. 

айан Weinberg & Fuster (1960) 
observed changes in the electrocardiogram of 
normal cats by electrical stimulation of local- 
ized areas in the hypothalamus. Gamble & 
Patton (1951) induced pulmonary oedema and 
haemorrhage by injuring the hypothalamic 
region in rats. Abraham, Hilton & Zbrozyna 
(1960) caused vasodilatation of muscles by 
stimulation of the brain stem. Rushmore, 
Smith & Franklin (1959) observed changes in 
left ventricular performance, similar to those 
noted during physical exercise on stimulation 
of the diencephalon. Recently VanCitters, 
Smith & Ruttenberg (1965) induced paroxys- 
mal ventricular tachycardia by stimulation of 
a discrete area in the H-fields of Forel located 
in the cerebral cortex dorsal to hypothalamic 
nuclei in dogs where chronic complete heart 
block was previously induced. The tachy- 
cardia was not blocked by phenoxybenzine 
and did not occur by infusion of catechola- 
mines, which prove that it was caused only 
by focal stimulation in that area of the brain, 
not by endocrine action, 

Electrocardiographic changes observed on 
the recall of emotional disturbances vary. 
They may consist of alterations in the direc- 
tion of the QRS complex in some leads, 
transient development of bundle branch 
block, diminished or increased voltage and 
the development of some slurring or notching, 
depression of the QRS-T segment and altera- 
tions in the T-wave, which usually becomes 
negative or more negative than before, al- 
though the opposite may occur. 

Acceleration of the heart rate that fre- 
quently occurs in these cases during the recall 
may be mainly responsible fro the electro- 
cardiographic changes. Acceleration of the 
heart, as is known, is caused by sympathetic 
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stimulation of the sino-atrial node and ж 
rapid propagation of the impulse through 7 
atrio-ventricular node and the lower condu 
tion system, as shown in case 5. In e 
hearts no defects may develop. If some Pd 
existing pathology is present in the con Е. 
tion system ог in the myocardium d 
demonstrable at a normal rate of the - 
beat, acceleration of the rate may bring E 
such defects. It also causes interference А 
the normal recovery phase. In some reg © 
the defects resemble those induced by phys! 
exercise tolerance test, which also appen y 
be partly due to acceleration of the hear 1h 
some of the cases that I have observed on i 
recall, however, there was relatively ^ 
any acceleration of the heart. Here ibi 
electrocardiographic changes must be айт | 
ted to direct sympathetic nerve affect 0n yo" 
lower conduction system or on the "e 
cardium or to endocrines affecting the e is 
Our findings suggest that emotional 6, 
turbances during life may enter into 
pathogenesis of atherosclerotic heart edt 
in susceptible individuals. The early P opi 
are based on disruption of normal physio е 
processes іп the heart from time to UT g 
Tepeated recurrences or even by recollect! ut 
of serious emotional disturbances, wit E 
causing detectable structural cardiovaso, р 
pathology, but ultimately structural P 
ology develops. ay 
I believe ie the test presented here 1 b. 
help in the study of aetiology and Ра аў 
genesis of atherosclerotic heart disease. It ™ f 
also help elucidate the underlying ш 
myocardial ischaemia and of sudden fatal” 
from ventricular fibrillation. We have oe o 
strated that electrocardiographic н 
usually observed in myocardial ischaemia и 
occur by recalling past emotional disturbo 
as shown in cases 1, 3 and 5. Also, © t 
ventricular beats may be brought abou г? 
this test as shown in case 1. Inasmue bé 
frequent ectopic ventricular beats zx д 
Precursors of ventricular tachycardia ра? 
fibrillation, we have reason to asst оу 
psychic disturbances may be the cause of 


eas! 


5 
itið 


ay 
£5 
je 


Бе. у у гё. дә. ©з к с Кү О E 
Li NND NM E qu T C 


Ы 
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Emotio! 


serious and 
E often fatal arrhythmia i 

s in occa- 
Sional cases. Y 


SUMMARY 


Аар в trauma, іп emotionally 
lis esto iT ividuals, may be one of the under- 
Беш dium in the pathogenesis of atherosclerotic 
TRE hi se and in inducing an acute cardiac 
Шад m d based on physiologic evidence of 
and of ehe haemodynamics of the circulation 
ацсап. rine activity during nervous tension 
pom. observed changes in the electrocardio- 
also a Өлү during direct emotional strain but 
апа g the recall of past emotional disturb- 
be thos ir ap individuals. The changes may 

of myocardial ischaemia, ventricular 


1 and atherosclerotic heart disease 
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ectopic beats, and alterations i i 
depolarization and/or асаа, eee 
anism appears to be an awakening of past v 4 
mant, subconscious impressions, causing 5, a. 
thetic nerve stimulation which disturb the bores 
electro-physiology of the heart. The disturbance 
are either due to mere sympathetic усе е 
of the heart, bringing out inherent defects in iis 
heart muscle and conduction system, or to direct 
affect on localized areas of the heart or to endo- 
crine changes affecting the heart, or toa combina- 
tion of these. 

On the bases of our findings it is postulated that 
recurring emotional disturbances and psychic 
trauma during the life of a sensitive individual 
cause cumulative physiologic effects which 
gradually help induce structural alterations in the 


cardiovascular system. 
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The differentiation of hysterical personality 
from hysterical psychopathy 


By A. D. FORREST* 


INTRODUCTION 


Кыш у that hysteria formed the clini- 
rc of most of Freud’s early work on the 
iis oses (Freud & Breuer, 1895), there have 
idm suprisingly few contributions on the 
а ae in the English literature between 1900 
di 1950. Charcot had already made the 
ees entity of hysteria once again medically 
ei at the Salpetriére, and some of his 
lén were published in English in 1889. In 
liche: as mentioned, Freud & Breuer pub- 
к hed their ‘studies on hysteria’. Many 
uthors have commented on the range of 
Symptomatology that these early patients of 
zn had, some of it verging on the psy- 
Otic. Szasz makes this remark, and Susan 
Reichard (1956) published a paper reviewing 
ese early patients, and commented on the 
Prevalence of affective changes, hallucinations, 
Paranoid ideas, etc. Certainly conversion 
symptoms were present in several of the 
еш but at least two of them appeared to 
ave frankly psychotic illnesses. 
i Chodoff (1954) reviewed some of the his- 
Orical changes in attitude since the original 
en by Freud & Breuer. He noted that 
mene volumes of the collected papers 
vealed a gradual disappearance of com- 
munications specifically on the topic. It is 
rupe noteworthy that many of the papers 
in the English language on hysteria have been 
i negative vein to the effect that the diagnosis 
S$ of little value. A useful monograph by Abse 
(1948). The Diagnosis of H rysteria—Was based 
Оп wartime experience with soldiers in the 
U.K. and in India. The author was using the 
‘erm ‘hysteria’ primarily in relation to con- 
p, Consultant Psychiatrist, The Royal Edin- 
"rgh Hospital. 
5 


version reactions, but does admit the preva- 
lence of depressive symptoms amongst his 
European military personnel, contrasting this 
with the prevalence of somatic symptoms in 
his Indian soldiers. The next paper to be con- 
sidered came out in fact in 1933, but was re- 
published in 1950, by Wilhelm Reich, on 
character analysis. Reich seems to have been 
one of the first to recognize that, apart from 
the obvious Oedipal fixation, people with 
hysterial personality problems also had some 
underlying oral difficulties. Reich gives a very 
good description of the contrast between the 
sexually provocative behaviour evinced by 
some female hysterics contrasted with their 
actual frigidity. He pointed out, however, that 
ds were for affection while the cues 
e were in the sexually provocative 
oints were further considered 
in an important paper by Marmor (1953) in 
which the importance of pregenital oral 
fixation was emphasized. He pointed out that 
hysterics share this feature with psychotics, 
and that characteristically they show not only 
the later genital conflicts but also marked oral 
fixations. Marmor came out strongly in 
favour of the view that the hysterical charac- 


ter structure is the important thing to recog- 
and he bases his 


nize ratherthan thesymptom, S 
ions of Wilhelm 


views heavily on the descript 
Reich (1950). Marmor accepts that there is 
genital fixation with unresolved Oedipal com- 


lexes, and failure to achieve adult sexuality, 
but emphasizes throughout his paper that 
behind these genital conflicts there is always 
some degree of oral fixation. А 
Chodoff (1954) discusses two important 
questions: (i) that of belle indifférence, and (ii) 
the question of repressed hostility as a motive 
in hysteria. He suggests that belle indifférence 
Med. Psych. 40 


their nee 
they gav 
range. These p 
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actually represents the operation of the de- 
fence mechanism of denial. Not only has the 
original intolerable thought or feeling been 
repressed and converted into somatic symp- 
toms, but this symptomatic result has also 
then been denied, so that the patient behaves 
to some extent as if even the hysterical dis- 
ability were not present. Chodoff goes on to 
comment that the emphasis on unacceptable 
erotic drives in the hysteric has left out to 
some extent the consideration of dissociated 
hostile impulses. He points out how often the 
hysterical patient evokes antagonism in the 
attendant physician, and suggests that this is 
because of their own repressed hostility, their 
attempts to achieve a dependent but coercive 
relationship. 

The next important paper was by Miller 
(1958), who reviewed some of the progress in 
our conceptual thinking regarding hysteria 
since the time of Freud & Breuer. He con- 
cluded that very little had been added, but in 
fact in the main body of his own paper he 
made some interesting comments on the way 
that the hysteric seems unable to manage and 
incorporate certain traumatic events, and also 
regarding their inability to communicate 
effectively. He suggests that certain traumatic 
events are left ‘undigested’ and are not 
elaborated by secondary conceptual processes 
to fit in with the fabric of experience. Thus he 
says, ‘The events retain something of their 
pristine and primitive character—a scolding 
mother will remain a provider of bad and 
poisoned milk, a threatening father will 
retain much of his crudely biological charac- 
ter. It is not true that the hysteric has learned 
more control over his visceral functions than 
the normal, but rather that he has never 
learned anything else. He insists in operating 
on the non-verbal level.’ 

The suggestion that the hysteric uses a 
particular mode of communication comes 
out in Miller's paper, and is elaborated by 
Szasz (1961) in his book The Myth of Mental 
Illness. Szasz suggests that hysteria may be 
taken as a satisfactory paradigm of mental 
illness. He sees hysterical Symptoms as a form 
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of discourse, a protolanguage which has an 
object-searching ora relationship-maintain- 
ing function. This aspect of speech, i.e. its 
usage in the maintenance and furthering 0 
interpersonal relationships, is one which 
Szasz most relevantly emphasizes. He points 
out that the hysteric needs to convey to his 
love objects the fact that he is suffering, but 
can only do so in the form of symptoms. 

In the same era, Chodoff & Lyons (1958) 
concentrated their attention on the differentia- 
tion of hysterical symptoms from hysteric 
Personality. They consulted a series of mono- 
graphs and text-books, and took out the 
descriptive terms used by the authors i? 
regard to hysterical personality. They arrive’ 
at a brief descriptive definition: ‘The hyster 
cal personality is the term applicable t9 
persons who are vain and egocentric, who 
display labile, excitable but shallow affec- 
tivity, whose dramatic, attention-seeking and 
histrionic behaviour may go to the extremes 
of lying and even pseudologia fantastica, They 
are very conscious of sex, sexually provoca” 
tive yet frigid, and are dependently demanding 
in interpersonal situations. They looked up 
the records of patients diagnosed as having 
conversion reactions in the Veterans Adminis“ 
tration Hospital, Washington. After exclu- 
sions, they found Seventeen records with con’ 
vincing evidence of conversion hysteria, They 
found that only three of these seventeen had 
definite hysterical Personalities, and of these 
two were women. The authors go on t? 
consider the sex incidence, and they remark 
that until the time of Freud the prevailing 
belief was that men did not develop hysteria 

Berblinger (1960) criticized this paper ОП 
the grounds that the authors attempted t° 
delineate character traits from the descrip” 
tion of symptoms, but he did agree with the™ 
that hysterical personalities do not neces” 
sarily develop conversion symptoms, while 
the latter should remain very doubtful ev” 
dence of the existence of an underlyind 
hysterical character structure. Berblinger em 
phasized the verbal communicative pattern 
of hysterical personalities, their vaguenes? 
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Ето and evasiveness. He thought 
E this might represent a peculiar form of 
es municative disability, which might not 
y account for interpersonal psycho- 
es but would also be indicative of 
amily pathology in the early life experience 
2s patient, at that time when the modes of 
iles munication determine the character of 
M ensuing relationship. Berblinger quotes 
armor (1953), Reich (1950) and Miller 
үн) as all emphasizing the communicative 
Isability of the hysteric. He comments that 
Reich had observed that the hysterical 
Personality seems to co-ordinate word and 
action in a peculiar way, and in transmitting 
Messages does one thing and says another, 
With the emphais being on the action rather 
than on the word. 
oe was concerned i 
h Phasize the significance of the 
ysteric’, and goes on tO commen 
Vim the hysteric may appear demonstra" 
Сз yet in daily therapeutic ex е 
me also show himself to be 
ha erstatement, SO reminiscent © | 
ood director’s remark, “YOU are overacting 
Your underacting’. The perso” thus appears 
infantile rather than demonstrative: : 
9f communication, we ma label the hysterie $ 
communicative modes 4S being IMP 


d i . . 
‘void of true conceptualization 
quivocà 


n his paper to 
*quiet 
t that 


eod Impress gut ; 
n the basis of 1040097 
Med formation can thus be соп! idered One 
mc characteristics of the age 
of y The hysteric cannot t k wi wn ге 
t oe when talking to 
со refore must remain utterly V^ 
mmittal in contact with others 
“ы БӨ, E : P = pa 
ut since ro f » 
у. ашу and Neurology» washington Unt 
[Sc ea of Medicine C 
965 Perley & Guze, 
Of | ). These authors have а 
Pe nre from those 9 
Poraries. They sepa? e 
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version reactions, which they recognize may 
occur on the basis of a whole series of differ- 
ent clinical syndromes. Hysteria they regard 
as a clinical syndrome, first described by 
Briquet in 1859, and redefined by Purtell, 
Robins & Cohen in 1951. It is a clinical pic- 
ture which starts early in life, occurs pri- 
marily, if not exclusively, in women, and is 
characterized by recurrent symptoms in many 
different organ systems. Included in the 
clinical history of such patients are: dramati- 
cally described symptoms, many and various 
pains, menstrual disorders, sexual maladjust- 
ments, headaches, anxiety symptoms, fre- 
quent conversion reactions, excessive hospital- 
jzations and excessive operations. Histrionic 
manner or attention-getting and manipulative 
behaviour are common. The diagnosis is not 
based on the absence of medical history but 
primarily upon the personality character- 
istics. Hysteria as thus defined is a syndrome 
with a number of characteristic features of 
which conversion symptoms are only an 
t. They surveyed the records in 
eighteen-month 
ients in whom 


d that when the 
ed on the clinical 
ibed there is a 90% 


They fou 92% of the 
nti icians during 
o consulted 


ficulties, 4° 
erjencing regular sexual 


1 maladjustment. Only 


ed sexua 
ded herself as well at the time 
5-2 
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of follow-up. Her story is difficult to evaluate, 
however, because of her repeated unwilling- 
ness to co-operate with the study. All twenty- 
five patients had been offered psychiatric 
treatment, but few of them accepted its 
validity, and they nearly always discontinued 
the visits because they believed them to be 
unnecessary or ineffective. 

The importance of this work seems to the 
present author to lie in its clinical relevance. 
There are patients who repeatedly use medical 
services, present with somatic symptoms, 
experience repeated and unnecessary opera- 
tions, and fail signally to respond to psychi- 
atric intervention. In the U.K. they are more 
often called psychopaths, and sometimes are 
referred to as exhibiting the Munchhausen 
syndrome. They show some of the features of 
the hysterical personality as defined by Reich, 
but are more psychopathic and often end up 
with addictive problems (drugs or alcohol). 
Again it seems relevant that Guze, Gatfield 
and Perley in their various papers draw the 
distinction between conversion reactions and 
their clinical syndrome of hysteria. 

A further series of papers come from the 
Department of Psychiatry at the Johns Hop- 
kins Hospital (Ziegler, Imbolden & Meyer, 
1960; Ziegler & Imbolden, 1962; Ziegler, 
Imbolden & Rogers, 1963). These authors 
based their observations on the records of 134 
consecutive patients diagnosed as conversion 
reactions and seen at Johns Hopkins between 
1956 and 1960. Eighty-two per cent were 
female, They categorized their reactions into 
classical loss of function syndromes, next 
simulation of symptoms of known organic 
disease, and finally pain as a conversion reac- 
tion. They found that the loss of function 
syndromes seemed to occur more often in 
patients coming from backward rural areas, 
whereas the mimicking of complex organic 
syndromes occurred in sophisticated subjects, 
some of whom were nurses, medical secre- 
taries, etc. They found, in fact, that pain was 
the conversion symptom most often clinically 
encountered, a finding similar to those of 
Purtell ег al. (1951). Charcot (1889) had not 
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mentioned painasasymptom of hysteria. They | 
noted that depressive features were present 10 | 
40% of their 134 patients, and that thes? f 
patients with depressive symptoms were e 
than the others. They found evidence 0 
incipient schizophrenia in 19 of the 134 
patients, and these patients were younger tha? 
the group as a whole. In the remainder tle 
standard formulation of conversion as E | 
defence against potential neurotic anxieties 
seemed to be applicable. They concluded that 
conversion seems to be an ego-defence use 
in four different situations: (i) adolescent ego 
identity difficulties, (ii) depressive affect, (i! 
incipient schizophrenic disorganization, ап! 
(iv) neurotic anxiety. Less than half theif 
conversion patients were hysterical characte! 
in which Ziegler et al. agree with Chodoff © 
Lyons (1958). They suggested the term ‘ histr 
onic personality’ as opposed to ‘hysteric® 
personality’, and quote Whitehorn (1951) 4 
suggesting that while all human beings may 
be conceived of as playing roles, the histrio™!” 
personality does so in an unconvincing мау, | 
which calls attention to his role-playing; it per 
just as if the role just does not quite fit am. 
shows in the manner that a woman's 'sliP 
shows. They investigated the significance ? 
sibling position, and hypothesized that patient? 
with conversion reactions would be signifi | 
cantly and most often the youngest, or Деш 
youngest of that sex, in the family. This пуро 
thesis was confirmed within the 0-05 to 00 
level of Р values. These findings were deriv? 
from 100 patients out of the 134, The autho? 
go on to comment about how refractory 
Psychotherapy many of these patients a 
They feel that they would not react so strong. 
if they could be continued under treatment} 
the medical or surgical wards whence 11 
were referred to the psychiatrist. P. 
Quite the most extensive study ofconversi^, 
reactions in the sense of classical loss of "e 
tion as defined by Ziegler er al. and ut 
PSychic symptoms in the form of amnes. 
twilight states, alterations of conscious!” A 
etc., was that undertaken by Ljungberg (19 of 
Ljungberg studied records of a large series 
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= sine and 135 male subjects. His most 
i ien symptom was astasia-abasia, with a 
pr incidence of 47:2, followed by fits, 
that B ар aphonia and mutism, in 
ene jua The prognosis was discussed in 
et " . At the end of a year's observation 43 70 
s bes men and 35% of the women still had 
= ne At the end of a 5 year period 23% 
Т the patients still showed symptoms. 
3 posre found that the prognosis did vary 
ee f i LQ., persisting symptoms being higher 
ine ngst those with an 1.0. under 90. The 
P pr. of patients were from social classes IV 
oP Ж . He found little evidence of parental 
in amily factors influencing 
vestigated the type of persona 
that only 207776 of the patient 
evidence of hysterical personality structures, 
but about 45% showed abnormal 
alities of one sort or another. f 
sin there was a significant i 
equency of epilepsy in 
material compared with the population at 
large. He commented that in certain Cases 
patients admitted to hospital for epilepsy Were 
later discovered to be hysterics. He also 
pointed out the relatively high inci 
attempted suicide—I18% 
im which he thoug 
higher than could be expected from general 
Population studies. He investigated the sibling 
order, and in his series 
distribution of propositi in t 
was determined purely bY 
woe ‚ he makes the following rele 
"s prognosis must be considered a 
hm at five years 23 % 
a with hysterical 
ires suicide more ofi 
e general population, 21 
an 1.Q. below 90; astasia-abas 
nearly 50% of the conversion sym 
carries a good prognosis; s and paralyses 
have a less satisfactory prognosis. 
These latter pape: particularly those from 
the Continent, are in the neurological tradition 
With emphasis on the form of the symptoms. 


Prognosis, heredity, This traditional 
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be = eee hysteria is exempli- 
papers by Slater (1961 

1965). The first paper related to a follow-u 4 
ona sample of twenty-four pairs of twins bod 
the Bethlem and Maudsley Hospitals, London 
The paper included clinical, genetical айа 
rognostic material, and all this seemed to 
indicate that the illnesses classified as hysteria 
under Section 311 of the International Classi- 
fication were, in fact, heterogeneous. Cases 
diagnosed as hysteria in this series included 
patients found later to be suffering from focal 
brain lesions, epilepsy, schizophrenia, depres- 
sion and anxiety neurosis. In the 1965 paper 
Slater considers the historical evolution of 
the diagnosis of hysteria, particularly in 
neurological circles, and concluded that very 
often it is the diagnosis-by-exclusion variety 
of diagnosis. He described a follow-up study 
of 85 patients diagnosed as having hysteria at 
the National Hospital, Queen Square. During 
the follow-up period, which averaged about 
12 of these 85 patients died, 14 
ally disabled, and 16 partially 
remained independent: 
4 deaths were by suicide and 8 deaths were 
from natural causes, and of these 3 were from 
neoplasms. Finally, Slater concludes that of 
this series of 85 he is left with only 9 men and 
24 women, approximately 40% of the follow- 
up group: in whose cases no evidence of 


organic disease has yet been found. Even here 


the concept of hysteria was not adequate, as 


in this group there 


became tot 
disabled; only 50% 


were two schizophrenics, 


a chronic obsessional neurotic, and seven 
atients with endogenous depression. He 


concludes: ‘The diagnosis of hysteria is à 
da fertile source for 


disguise for ignorance an 
clinical error. It is, in fact, not only à delusion 


but also а snare.” 


CLINICAL PROBLEMS 
It seems clear from the foregoing brief 
of the literature that the diagnoses 
‘hysterical personality” are 
many authors, and yet, as 
there are certain 


review 
‘hysteria’ and 
unacceptable to 
Berblinger points out, 
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personality problems which cannot ade- 
quately be described except by use of this 
term. In fact, when one goes into the usages 
of the adjective ‘hysterical’, it seems as if a 
number of different things are meant by 
different clinicians. It seems to be used in a 
rather loose way to describe, for example, 
certain types of acting-out behaviour. A 
classical example is the patient who was 
quietly sitting in the ward until the physician 
arrived, and then commenced to cry or display 
agitation, or in some way make demands 
upon the physician. The nursing staff fre- 
quently refer to such patients as being 
hysterical. In a similar manner, patients in 
authoritarian medical or surgical wards, who 
do not comply with the regime and are seen 
as difficult or demanding, are often described 
as hysterical. An important point in this usage 
of the word is the relationship between the 
patient and the observer, and the feelings 
evoked in the observer by the patient's 
demands. As Chodoff (1954) pointed out, the 
patient with a conversion symptom often 
evokes a hostile response in the attendant 
physician. Again, as Szasz (1961) remarked, 
up to the time of Charcot the patient with a 
hysterical sympton was regarded by the 
physicians as a fraud, as somebody who was 
pretending to have an illness which he did not 
really have. 

The adjective *hysterical' was used in 
another sense—that is, to describe a symptom 
which mimics the neurological or physical 
illness but in which no unequivocal physical 
signs can be discerned. Szasz refers to hysteria 
as a non-discursive language using iconic 
bodily signs: a language form in which *body 
signs portray—literally present—in exactly 
what way the sufferer considers himself to be 
sick’. Thus, in the symbolism of a symptom 
the patient could be said to present his own 
highly condensed autobiography. However, 
this simple usage of the word ‘hysterical’ to 
describe behaviour which is demanding, 
manipulative or acting out is not really our 
concern. It is not part of the proper psychi- 
atric nosology, though it does often lead to 
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confusion when patients are referred from 
medical wards. 


The next usage of the term ‘hysterical’ is" | 


reference to conversion symptoms, and all the 
main papers in the neurological traditions: 
such as Ljungberg, Slater, etc., restrict th? 
word ‘hysterical’ to such conversion rea 
tions. However, as it is clear that 50% or 18 
of patients with conversion reactions have 
abnormal personalities (Ljungberg, 1960; 
Chodoff & Lyons, 1958), and as it is clear that 
many of these patients had underlying organi 
disease (this used to be described by the late 
Professor Alexander Kennedy as degenerativ? 
hysteria), confirmatory evidence from sat 
(1965) shows that only 40% of his series ? 
follow-up had not revealed any evidence 0 
organic disease. Ljungberg cannot refer Е 
this as the patients with organic disease We! 
excluded carefully in his series, and likewise 
Gatfield & Guze (1962) in a follow-up © 
thirty-three patients with conversion symP" 
toms found that these symptoms may be seen 
in a variety of psychiatric and neurologic 
illnesses. Of the twenty-four patients see? 
personally, ten were considered to have eith?" 
organic disease or other psychiatric diseas? 
apart from hysteria. These findings of Gatfiel 

& Guze are, in fact, fairly similar to those ? 
Slater. 

In view of these observations, and they are 
in keeping with ordinary clinical experienc? 
it seems pointless to consider conversion rc^ 
tions as specific evidence of hysteria. Mo 
authors agree that they are particular! 
common in certain neurological illnesses suc 
as disseminated sclerosis and epilepsy. L4 
wise many cases of tremor and torticollis tur? 
out later to have some form of extrapy™ 
midal lesion such as Huntington's chorea 
torsion dystonia. Another group of patie? 2 
in whom conversion symptoms are not M 
commonly seen are depressives, particularly 
this true of the pain syndromes referred 0 dé 
Ziegler et al. as the fourth category of ony 
version Symptomatology. These, particule d 
abdominal pains and pains in the face ne 
head, seem to this author a regular part © 
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symptomatology of depression in later life. 


These conversion symptoms regularly remit 
as the affective component of the illness im- 
proves with treatment. In view of all this, it 
would seem advisable to make a very sharp 
distinction between ` hysteria” and conversion 
symptoms, which are simply loss of function 
symptoms or mimicked organic syndromes 
occurring in the absence of any demonstrable 


physical basis, and in many cases showing 


atypical and bizarre features which rule out 
organic explana- 


the possibility of a simple 
tion. 

Other cases with pain syndromes of con- 
version type can be included, and almost 
certainly do include a large number of back- 
aches which prove Su 
the orthopaedic surgeons. 
trist is asked to see such patients i 
much safer and simpler if he si 
them conversion reactions and noted that this 
did not exclude an underlying organic factor 
either in that system OF in the central nervous 


system. 
o I was asked to see a 


Some three years 28 
married female school-teacher, aged fifty- 
two, in a general medical ward. She had been 
li 


admitted a week previous 
fever and occipital 
diagnosis of (?) meningitis- 
subsided within twenty- 
headache over several ays. 
developed a tremor of the right hand, which 
was much worse when people 
and was also worse when she becam 
When I went to see her she talke 
and clearly welcome 
cuss her feelings and attitudes 10 

told me that her husband was а diabetic who 
һай recently had peripheral vasc 
with threatened gangrene: hen 


in the ward, she foun e 

bed to an old lady with diabetes gangrene 

of one foot; the doctors wer discussing 
с nservat treatment 


whether surgery 9t 
Would be require. 
was in a distraught 
and this patient’s trou 
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her of all her worries about her husband and 
had an undue effect on her. In the year 
previous to her illness, she had stopped 
teaching at an ordinary school and had taken 
up work with retarded children, some of whom 
had quite gross neurological deficits; she had 
found this work very trying, but could not 
admit this to herself or to anybody else as she 
felt that it was her duty to do it, especially 
after she had made the choice herself. I told 
her that it was obvious that she had had a lot 
of worries but also that she had had a little 
physical illness, which had caused her head- 
aches, and that this tremor was just a residual 
symptom which would improve as her general 
health improved and her confidence returned. 
She was given chlordiazepoxide 10 mg. 1.0.5., 
and followed up at out-patients’. 

She was much better à month later, and the 
tremor had almost gone. She said that she had 
stopped taking the tranquillizer, though she 
did think that it had helped her. She felt sure 
in herself that, though she understood her 
worries and the ex lanation that І had given 
her, this was not the whole story. I thought so, 
too, when the results were later forwarded to 

oratory they 


me from the virus reference lab 
he had а high titre of antibody 


ie B virus in her C.S.F. I asked her 


ll. 
and perhaps most interesting, 
clinical problem lies in the are of differentiat- 
ing, if this is possible, between the nysterical 
as understood by Reich, Marmor, 


ersonality. y 
Berblinget: etc., and ‘hysteria’ as understood 
and define uze & Perley (1963). It seems 

f the diff- 


tic one; the concept of hysteri- 


culty is а seman: 1 
is built up оп inferences about 


d on material which the 


e 
in psychotherapy. The 


Piinical entity of hysteria, aS defined by Guze 
& Perley 63), iS based on symptomatology 
i J think, 


12 


iled considera- 
urposely excluded any detai | 

fon of елу Some of the patients 
described by Guze & Perley would be dia- 


Ty does effectively 
difficult group of 


€sort to somatic 


ical Personality 15 made 
© course of р 


evident in th ‘ychotherapeutic 


Interviews, 


MATERIALS AND METHODs 


derable assi 
ent and p 


a anxiet State’ 
Хатіпеа, Only i E 
mitted to Prof, G, 


M. C; airs’ Unit 19 E 
65) and to the two * Оза 
units’ under the 
myself (1961-65) 


atients 
were excluded (1) if pressi Ptoms 
Seemed to be the dominant Problem ang treat. 
ment was Primarily directed e 
change, (2) if there Seemed Teasonable doubt 
about an underlying Organic lesio 


n, and (3) if 
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schizophren® 
the differential diagnosis from pans 
did not seem to have been oe -uded of 
achieved, Sixteen patients were = pwent 
the basis of these criteria, PT Unit: 
Patients derived from the кн { 
and twenty-two patients derived hese Jatti 
‘mental hospital’. All but two of К c authof 
patients were known personally to rs > рго | 
while this was true of only six of tue tien | 
Sorial Unit cases, All the current a o 
and out-patients under the care of t p 


. en! 
ases id 
were then reviewed, and twenty cas he 
fied on the b 


distribution 
Table |. 


"riteria. 
asis of the pog ис. 
by age and sex is s 


istribution. 
Table 1, Age and sex distribut 


Tot | 
Age ( years) 


< 20 
20-39 
40-59 

> 59 


62 
Totals 48 14 


Female Male 


Twenty-thre 


ied sever 
arried, 5*..., 
* patients were marri 
Wer 


nal 
1 ^ e гете 
© Separated ог divorced, while th 


\ y keep 
Ing thirty-two Patients were single. wer " 
With the findings of Ziegler, Im E 
Meyer (1960), ; 


2 № 
> JUSt over half the Party th i | 
youngest or Only children (t atient wh 
Patients), while in twelve cases the pa orte у 
the eldestchilg. Only ten cases had rep seve? 
Sexual trauma in childhood, and e A ой 
teen admitted to More than moderate d б 
traits in childhood. Twelve patients h nursi? 
qualified nurses, nurses in training or и по? 
assistants. Another four patients а docto 

ilies į hich one parent was à XM 
Presenting symptoms wa: ssio” ү 
Ptom in 28 patients, depre Л 
22, phobi 


och 
1c symptoms in 15, and hyp 
Tlasis in 14, 


gat? 
P in the scrutiny of a i 
ards) was to see whe mA 
ible to discriminate we Д | 
е sense of Perley & Guze fer 5 
Tesent author would pre 


he next Ste 
(using Punch-c 
Would be Poss 
‘hysteria’ in th 
Or as the р 
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opathy "—and the more 


call it * hysterical psych 
tients with hysterical 


elusive group, the pa 
personality problems. The following group of 
factors were selected: (1) presenting symptom 
either conversion symptom, suicide or hypo- 
chondriasis; (2) hospitalization more than 
five times in preceding five years or more than 
twice in last two years; (3) history of attempted 
suicide, drug or alcohol addiction. Patients 
Scoring once in each group—i-e symptom, 
hospitalization experience or addiction and/or 
suicide—were categorized as showing evi- 
dence of hysterical psychopathy. There were 
23 such patients. Next, of the remaining 39 
patients, all those who presented with 
depression (8) or phobic symptoms (14) were 


extracted. One of these patients had attempted 
suicide and was excluded. The remaining 21 
‘hysterical 


patients were designated as having 
personality problems’. n Table 2 the 


characteristics of the groups are contrasted. 
tients formed a 


The remaining eighteen pa 
curious residue. In five patients 
really only allowed а diag i 
reaction. Four patients x 
seemed to be employed 
attempt to master 2 se 
conflict. One girl of 19 was 
her parents about staying out to 
‘blackouts’ occurred in relation to MU 


xual or interpersonal 
having rows with 


ch 
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family sie and altered the situation in so far 
as she was now designated as ‘ill’ rather than 
wicked. Similarly a 55-year-old widow had 
developed ‘blackouts "following her husband's 
death, and was latterly using her attacks to 
manipulate her daughter who was planning 
to get married. All these patients had negative 
physical examination and E.E.G. The descrip- 
tion of the attack was that of an hysterical fit. 

The next subgroup was made up of five 
male patients all with conversion symptoms— 
fits (3) or hypochondriasis (2). In each case 
a compensation or other financial factor was 
thought to operate. Three patients had been 
on National Assistance for periods ranging 
from 18 months to 3 years, and two of these 
lived in model lodging houses—Edinburgh- 
type doss-houses. Admission to hospital was 
a goal in itself for these patients, and, not 
surprisingly, psychotherapy which was at- 
tempted in two cases Was а failure. 

Then there were а group of five women 
whose histories read very much like those of 
the hysterical psychopathy group but who 
had not been frequently hospitalized —two of 
these patients Were under 20, and a third was 
aged 22. My prediction would be that in 10 

ears’ time all these patients would present as 
ts with drug problems or 


hospital recidivan 
ts. One patient, now 


repeated suicidal attemp 


Table 2 
Hysterical Hysterical 
psychopathy personality 
group group Totals 
4 7 
Oldest child . E x Д 
Youngest Or only child 2 : л 
Severe parental disharmony 
Social class à " е 
I and П 
30 
Ш, IV and V "ч n | 
Аре < 40 years з и л 
Married 
Addiction — dru&* or alcohol 15 0, | 5 
Hospitalization 3. 5 in last 5 years 18 19 
Failure to respond to psychotherapy 17 
for different forms of physical treatment. 


* This patient had been in 


psychiatric units 
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aged 19, a nursing assistant, who was brought 
up in orphanages, has got into difficulties with 
drugs (sodium amylobarbitone) and has 
attempted suicide three times, She was ad- 
mitted with ‘blackouts’ and ‘hemiparesis’. 
Finally, there are three patients with hypo- 
chondriasis and paranoid features: they seem 
to form a small but sharply defined subgroup. 


compulsory patients in the mental hospital on 
ideas, and two 


5 benefit. She 
and attends the Scottish 
ra. Psychotherapy did help 


her to be more independent, but has been 
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Discussion \ 
It seems clear from this examination of | 
Clinical data on these Sixty-two patients b. 
conversion Symptoms are not specific 9 
Prognostic. Less than 45%, of these patient 
Presentéd with conversion symptoms. a 
larly, Ljungberg (1960), Starting from. th 
other end, found that 45% of his patient 
with conversion reactions had abnorm? | 
personalities, while Chodoff & Lyons (1958) 
made a strong plea for recognizing the не. 
of connexion between conversion reaction 
and hysterical personality. Slater (1965), К \ 
his follow-up of cases of ‘hysteria’, found ы, 
in 60% an organic disease would later b? 
established. If this term “conversion reaction 
were employed as a standard nosologic? 
entity for patients Presenting with loss © | 
function (amnesia, aphonia, hemiparesis} 
abnormal function mimicking organic disease 
(fits, dysphagia), or pain in the absence of any 
Organic sign, then we would probably achiev 
a major degree of agreement, that about ра 


: ities 
Such patients have abnormal personalitie 
and a 


The concept of "hysteria^ (— hysterical 
has been clarified by Guze 


nts poor prognosis: Ғагіре 
hospitalization, drug or alcohol problem” 


and attempted Suicide can be anticipate?’ 
Response to treatment is very limited, and i 
amount of medical and nursing time and be 
occupancy which these patients dema” 
1S quite alarming. Three patients contribut? 
à total of sixty-two admissions to mental а? 
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pes hospitals over the years. One of these 
nbs a real Munchhausen in that he had a real 
ака pupillary abnormality 
peser dp pereo complaints of throbbing 
may ro i had induced one unit to undertake 
ГЕ dioe is of the posterior fossa. At times 
Pe epe: his attention to the abdominal 
н е and has two laparotomy scars as 
E ew In this group, one of the most 
ike is тт problems to assess is that of 
fice iturate addict who has ‘fits’. Some of 
без ате real withdrawal fits, and one posi- 
rud pesi vi E.G. will make each subse- 
diffic age of the ‘epilepsy’ exceedingly 
най ult. The manipulative quality of the 
ine and their tendency to succeed in 
dint coercive from а dependent role 1s 2 
et feature of the hysterical psycho- 
efe with blackouts. Many of the patients 
rm to the mental hospital for ‘fits’ and 
paths, ur disturbance are hysterical psycho- 
РЕ hysterical personality 15 4 
aes concept. My ideas on it are based 
d on those of Reich (1950), Marmor 
Аз 1 Miller (1958) and Berblinger (1960). 
genit armor points out, the more obvious 
i fixation in the hysterical personality 
Жай, attention from the underlying oral 

ation. While this had been previously 
Pointed out by Reich (1950) and Fairbairn 


(1952), Marmor was the first to emphasize 
ll the hysteric's 


o HR oral problem colours all th 
ion hps and leads to theoretical pre ic- 
ig about alcoholism and depression as 
уе later manifestations of the person- 
talis defect. The failure to achieve true geni- 
em is obscured by the patient's tendency to 
qu nis the sexual element in all relation- 
Bes As Marmor suggests» the hysteric 1s 
th ing for security and affection, but acts as 
Ough looking for sex- The underlying oral 
- ра is what makes the relationship Wit 
t © patient such an annoying one for many 
a “rapists; it is not that the 
еен, but that they © 
ationships from a dep 
€y are coercive by me 


is a much more 
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To paraphrase Szasz (1961), the hysteric uses 
a protolanguage composed of iconic bodil 
signs, and Miller (1958) talks of the Сзан, 
language of the hysteric. Marmor (1953) and 
Berblinger (1960) refer to the communicative 
difficulty of the hysterics—they lack true 
conceptualization of feelings and, vague in 
their appreciation of their own feeling, they 
cannot fail to provide equivocal and even 
misleading clues for others. 

In terms of life experience, the hysterical 
personality is often related to the situation of 
being the only or the youngest child. Neurotic 
traits, temper tantrums or frank conversion 
symptoms are commonly seen between five 
and fifteen years. Aggressiveness is disguised 
by the apparent acceptance of a submissive, 

full acceptance of the 


dependent role, while 
adult genital role is never achieved. Some- 


times there is à homosexual defence present, 
put at other times the coquettish social 
behaviour contrasts with the underlying 
frigidity. One intelligent ex-student claimed 
to have full enjoyment of sex. It was only a 
year later that І found out that she could only 
do this by translating herself in phantasy to 


toms do these patients present 

they do present with con- 
nervous dys- 
pnoe t more often 
with phobic symptoms 0 l 
earlier convers 
leading to cardiac p 
are very common, 


in on 
especia 
suicide d 


lly in older 


oes occu, though by no means with 


he nysterical 
r overt 


roup. 
to alcohol of drugs i$ 2 
chotherap. 


d. 
was twenty-five when first seen, 


ing of extreme anxiety and а fear 
breathing. The younger 
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child of a doctor, she had had an unhappy 
early relationship with her mother and had 
come to distrust her own feelings; when her 
father came back from the army she found 
him confusing and felt that he was giving her 
sexual cues. Then at twelve she had a sex 
experience with her brother, and for the next 
three years thought that she was pregnant. 
This was followed by a period of anorexia 
nervosa, and at sixteen an episode of globus 
hystericus. She did very well at her studies 
and at games, and commenced her medical 
studies to please her father and make up for 
her brother’s failure. Anatomy in the second 
year, especially dissection of the brain, pre- 
cipitated a crisis of anxiety with agoraphobic 
features. She had been ill on and off for six 
years when I saw her, had been hospitalized 
three times, and was beginning to have 
difficulty with drugs (sodium pentobarbitone). 
She had given up her job and could see no 
future ahead of her. Over three years of 
psychotherapy the very ambivalent relation- 
ship to the father, whom she felt she could 
only approach when she was ‘ill’, was worked 
through. The main transference manifestation 
was the identification of the therapist with the 
elder brother to whom she had been very 
attached and very submissive. Gradually she 
became more able to tolerate aggressive feel- 
ings to the brother, and particularly to the 
brother’s wife. The final stages concerned 
deeply hostile feelings toward the mother, and 
the realization that the mother had made the 
patient distrust not only other people but also 
the validity of her own feelings. She has now 
got a good job in personnel, and is to be 
married in two months. She still gets anxious, 
especially over her own feelings of aggressive- 
ness. When visiting her own home, she still 
gets confused at times, wondering whether her 
own feelings and attitudes are valid or whether 
her mother is really right. On the credit side, 
she now seems capable of accepting a full 
adult sexual role, and does not experience 
somatic or phobic symptoms. 
I recognize that this category of hysterical 
personality problem is not sharply defined and 
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that there is some degree of overlap with the 
hysterical psychopathy group. The main | 
difference lies perhaps in the degree of super 
ego development. That the differentiation 15 
important must be clear from the data » 
ported in Table 2 on the response to psycho 
therapy. Guze & Perley (1963) found in theif 
follow-up of twenty-five cases of 'hysterla 
(= hysterical psychopathy) that after six E 
eight years only one patient was free bye 
symptoms and that the majority had faile 
to benefit from psychiatric treatment. There 
are many other curious points about ae 
two groups. Why is there a strong bias 1n r 
hysterical personality group to social classe 
I and II (based on own occupation or that «d 
husband)? Why are there so few men (14) 
Chodoff & Lyons (1958) suggest that this ! 
because of cultural factors such that ‘hyster’ 
cal’ is a term applied to women by теп: 
think there may be a simpler explanation” 
namely that the male patients with these sort 
of personality problems are identified in a 
hospital records as ‘alcoholic addiction” g 
‘psychopathic personality with pathologic? 
sexuality’. Another question that present 
itself is whether from the repeated hospitaliz” 
tions the patients have not ‘learned’ this $9 
of illness presentation, i.e. that their failure to 
benefit from treatment simply represents th 
reluctance to relinquish the role of hospit@ 
recidivist. In nine cases in the psychopath! 
group the form of the symptoms did seem 
have been moulded by introgenic factors (5° 
Ziegler & Imbolden, 1962). 1 
The residual group are heterogeneo™ 
some are simple conversion reactions, 5° ly 
are hysterical psychopaths seen at an w^ 
stage of the illness, some are really aki” g 
malingerers in that the financial gain i$“, 
obvious. The three patients with chro 
hypochondriasis and paranoid features f? 10 
à curious subgroup. Some clinicians WO & 
classify them as schizophrenics. Mallet |, 
Gold (1965) published a report on à sch, 
phrenia-like picture seen in some hyste" ‚1 
and, while agreeing with their observatio o 
think their patients are more compar 


T — 


d 
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md. the more destructive, disturbed 
this е the hysterical psychopaths of 
й» T I think this group of patients with 
faces te агре and paranoid fea- 
pris different in personality and outcome. 
ШАП in many the paranoid features even- 
er y predominate and the diagnosis of 
hizophrenia is finally acceptable. 


CONCLUSION AND SUMMARY 
iterature 


E Some of the Englishand American! 1 
2 ysteria and hysterical personality is reviewed. 
"vs The records of 62 patients diagnosed a5 
eni (310) and ‘anxiety state” (310) have 
ge On the basis of symptoms, 
а: ег of hospitalizations, drug addiction or 
ig i suicide, a group of 23 patients have 
n extracted and categorized aS hysterical 
PSychopaths. Another group QU presenting with 


hobi ү x 
phobic or depressive symptoms and not showing 
categorized as 
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geneous group containing psychopaths in an 

early phase, conversion reactions, malingerers, 

and 3 patients with chronic hypochondriasis and 
aranoid traits. 

4. It is suggested that conversion reactions 
have no diagnostic significance regarding the 
underlying personality and should not form the 
basis for the diagnosis of ‘hysteria’. It is postu- 
lated that, though there is some overlap, it is 
possible to distinguish between the hysterical 
psychopath and the hysterical personality. The 
discrimination is important from the point of view 
of prognosis and response to psychotherapy. 

5. Some aspects of the data, such as the differ- 
ent distribution by social class and the gross under- 


representation of the male sex, have been com- 


mented upon. 
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al periods for corrective experience in the 


therapy of arrested development 


By JOHN E. GEDO* 


STATEMENT OF THE PROBLEM 


i number of publications have, in the last 
a focused attention on developmental 
tiáte prés and have attempted to differen- 
orde hem from conflict-based neurotic dis- 
1965. (Fleming & Altschul, 1963; A Freud, 
i Nagera, 1964, 1965; Winnicott, 1965). 
cr a a ^ (Gedo, 1966) I attempted 
for escribe a model of psychotherapy suitable 
меа: in motion the arrested develop- 
€ Е process. Winnicott (1965) has des- 
еу a similar procedure In work with 
H ren. He said: “In this work the motto 15: 
‘low little need be done?.. .The aim is to 
дь nhitch’’ a developmental catch, so that the 
p influences may resume their 
tio ction of facilitating the process of matura- 
Pn in the child. When such а result is not 
ps ched then the case changes automatically 
er into one in which psychoanalysis is 
appropriate. . .’ 
sep 08 Freud has also discussed à category 
a problems she has called “grave libido 
efects’ which may, on the basis of ‘a new 
and different emotional experience’ within the 
Context of psychoanalysis, a forward to 
More appropriate levels of 1 
Ment’ (1965). She concludes, vel 
Corrective emotional experience is limited by 
maturational considerations- It has to happen 
Approximately within the same development 
Phase in which the damage t° the libidinal 
Process has taken place- such фла 
limits have been overstepp® o late for 
Correction.’ 


Once 
d, it is to 


This conclusion is at yarian 
have le 


Clinical experiences which Maat 

*The Department of Psychiatry, University 
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hypothesis that corrective experience may 
*unhitch a developmental catch' even many 
years after the end of the developmental phase 
in which the arrestation took place— provided 
that a deficit in essential object relations was 
the main determinant of the arrest. Whenever 
the arrest is a sequel of the improper resolu- 
tion of previous developmental tasks, the 
therapy of choice is psychoanalysis. The pur- 
pose of this report is to evaluate some clinical 
data which can be used to test this hypothesis. 


CLINICAL EVIDENCE 


The difficulty of buttressing a hypothesis in 
the area of the theory of treatment technique 
consists of presenting reliable observations in 
sufficient detail to permit the reader to make a 


choice among alternative explanations. The 

roblem of reliability is all but insoluble as 
long as the investigator utilizes case material 
from his own clinical work. The use of 


clinical observations made by other therapists 


is limited by obvio tacles which, 


us external obs 
however, can be overcome. The most econo- 
do so is the 


utilization. of 
ished case-histories. 
‚а detailed accoun 
f a person W 
had been arrest 
life is now available. Since the therapy was 
undertaken some 15 years after the onset of 
the arrestation, the case is an ideal one for 


testing the hypo i ccessful interven- 
tion must occur approxi the 
hase in W 


developmental р 
of pucri has occurred. (Note that a 


proposition of such universality is disproved 
by а single negative instance.) The case- 
history in question js Edith Ludowyk- 


t of the 


development 
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Gyomroi’s ‘The analysis of a young concen- 
tration camp victim’ (1963). 

To begin with, comment must be made 
about the author’s designation of her thera- 
peutic technique with her patient as an 
‘analysis’. In terms of the procedures carried 
out and the outward forms of the treatment, 
there can be no question that a psycho- 
analytic model was followed. In terms of the 
therapists actual interventions, however, her 
account emphasizes the relative Scarcity of 
interpretations. The use of numerous para- 
meters (e.g. correspondence during vacations, 
repeated interruptions of the patient's 
silences, the use of outside information about 
the patient, etc.) has led Ludowyk-Gymroi to 
ask (in her “Conclusion’); ‘in what Way is it 
possible to adapt the analytic technique to the 
task of treating a person whose object rela- 
tions did not proceed beyond the identifica- 


i 1 --". In other words, 
the therapist was quite aware of the fact that 


order to highlight the i 
technique of the treatment, 


run with great devotion 
the children were being analysed at the Hamp- 
stead Clinic in addition. At the age of 17 
Elizabeth requested treatment, in part moti- 
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vated by her accurate observation that, ‘I am 
not a person, I am always somebody else: 
Detailed clinical observations, related in the 
case-history, confirm that the patient was 
often unable to differentiate herself from 
others, particularly the other children in the 
home. Her behaviour consisted of imitation 
of various people actually present in her 
environment, with frequent and abrupt shifls 
in identification. She related the experiences 
of others as if they had been her own, and! 
took several years of treatment to arrive at gi 
understanding of the resultant confusion 
Ludowyk-Gyomroi concluded that the no 
City to remember the need-satisfying objet 
(i.e. to form a mental object-representation 
was absent; simultaneously, there could be ? 
realistic concept of the self. Nonethelest 
there was a tenacious clinging to the pnr 
who had been in charge of the home and t? | 
one-year-older sister who had been w 
Elizabeth throughout life. Yet there was h 
constant expectation of separation, to wr 
When it occurred even for a short period $ i, 
Teacted with a dull and abject resignation 
For Elizabeth, a person who was not puto 
could no longer exist. Aggression was ph 
directed at people but only toward А 
elimination of “unpleasurableness’. tal 
On the basis of this level of primitive me? he 
function in adult life, a reconstruction of 


time when identification may already Pini 
begun to move from being one with to be y 
like the object’. The separation presum?, 
Teactivated the need for symbiosis with tir 
object, but until therapy was begun no SU* y 
tute object was available for a long pu 
Period of time to undo this regression. In 
manner development had become arr e © 
In the therapy the first indication of ch? nd 
occurred after some time of regular pe 
frequent contact with the analyst, whe? gt 
latter made what retrospectively she C% vs 
Wrong interpretation about the pati? 
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ES in which the experiences of others were 
е her own. Actually, only the motive 
had te ed to the patient for this behaviour 
ке ае the intervention had been 
“the A ^ effective in conveying to Elizabeth 
cnim yst's idea that she, Elizabeth, was à 
differe e person who had her own experiences, 
able "во from those of others’. Elizabeth was 
age па this idea and started to act upon 
айа]о change explained by her analyst as 
de. to normal mental development 
буп er infact includes in his concept of his 
БЕТЕР; (his self-representation) his mother's 
€ of what he is. Ludowyk-Gyomrer 
Bin 494): “In the beginning I was for 
lm: eth predominantly а real person, the 
кй К her life who existed only for her, whom 
6 eg not have to share with anyone. 
and ed for her only in her sessions, not before 
not after..." 
су: the patient realized the signifi- 
devel of separation between sessions an 
Pals fears of losing the therapist (through 
avail b No experiences with a mother were 
the able for repetition in transference—only 
ex need for a mother was once again 
Perienced consciously. Amnesia for the 
че 5 years of life was never lifted in this 
ice ce There was a gradual learning experi 
ай; through which Elizabeth was able to 
e isis her concept of reality from that of the 
M Mi A camp to one more congruent 
Anal daily life in peacetime England; the 
liad yst feels that the capacity to test reality 
With been achieved to a fair degree to begin 
ids and was unimpaired by the regression 
8 er separation from mother. Similarly bowel 
d. d bladder control (essential for survival in 
© camps) had been maintained. She also 
ze ssessed ego ideals, prest Лу based on 
€ female guards at Auschwitz, 11 contrast to 
Whom she felt herself to be hopelessly de- 
Braded (dirty, castrated). 
jie the treatment, 1%" cm 
ernal guidance 50 that imitative beha 
and control through efforts to | lease others 
Were outgrown and replaced by identification, 
largely with the therapist- “The object Was 


6 


Elizabeth learned 
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internalized, and slowly...she started to 
behave in the way she thought was demanded 
of her even when she was unobserved'— 
again a process duplicating normal develop- 
ment. 

During this slow process of growth Eliza- 
beth managed to form new and lasting friend- 
ships, to train herself in a craft, and to make 
herself more and more independent. She over- 
came her fear of separation sufficiently to 
spend 6 months in Israel, with the under- 
standing that treatment would continue on 
her return. The ideal of becoming the phallic 
woman (on the model of the Auschwitz 
guards) and the resultant self-hatred were 
now given ир, and more realistic ideals took 
their place. with a marked improvement in 


her grooming andappearance and the develop- 
views. Although 


of autonomous 

i not use the Erikson- 
sychosocial epigenesis, she is 
here describing а favourable resolution of the 
sis of ‘autonomy Y. shame and doubt’, a 
in emotional development which should 
lead into the next phase. that of the Oedipus 
riadic relationships. This inter- 
ed by the fact that 
love for the first time, 
r of an adolescent, with 
one of the young men who had been raised 
with her in the children's home. Simultaneous- 
ly, her treatment—but, not her 
emotional development—came 


ment 


cri 
step 


DISCUSSION 
In my opinion, the case of ер 
demonstrates that ‘corrective emotion? ex- 
erience’ in а psychotherapeutie setting "e 
undo an arrest in development—if this a 
is based on what Spitz (1951) has cale 


i i " he lapse 
i nal deficiency —even after t 
en i.e. the end of the phase 


Th 
in which the е 


effectiveness 
uted treatment effort was based, as 
din her presentation, 


atedly stresse | 
1 f the new experience she had 
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provided for her patient. Her account of the 
course of treatment demonstrates that the 
process of emotional development had been 
started anew—without the alteration of intra- 
psychic conflict by means of the development 
and resolution of a transference neurosis 
which are the hallmarks of a truly psycho- 
analytic process. The author has herself 
emphasized that infantile amnesia was left 
unaltered, so that the treatment does not meet 
that criterion of a successful psychoanalysis 
either. Successful it has been, nonetheless, but 
the explanation of its effectiveness remains 
obscure as long as it depends on the model of 
a psychoanalytic process, which this treatment 
did not follow. 

On the other hand, the essential transac- 
tions of this therapy are very adequately 
explained along the lines Proposed in ‘The 
psychotherapy of developmental arrest’ (Gedo, 
ist has Correctly stated, 

between her and her 


person’ (Tarachow, 1963) to i 
crucial emotional su : ET m 
or 


resolution of the developmental Crisis) which 
the patient is not receiving elsewhere 


tating catastrophic o ject losses. On t 
of this new experience, she was able to 
attempt, again, for the 
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nomous adventure of investing herself emo 
tionally in a man. | 
In clinical work with private patients, those 
with arrestation in development at a stag? 
Preceding the achievement of such autonomy 
had been subjected to the symbiotic needs 0 
a severely disturbed family member, usually 
the mother (Pollock, 1964). These patients 
Were consequently unable to utilize the treat 
ment as a novel experience until they develop 


the capacity to differentiate the therapist from | 


the engulfing parent. Such differentiation di 
not occur on the basis of interpretation alone 
but only in conjunction with perception 0 
reality, which was indeed different from th? 
past. In other respects these treatme? 
Processes were quite analogous to a. 
described by Ludowyk-Gyomroi in the c35 
of Elizabeth, 
Therapeutic outcome in such patient 
depends on the extent and importance ^ 
childhood Oedipal investments. Whence? 
these had been essentially absent (as M. 
apparently the case for Elizabeth), the eme 
gence of sexual feelings could be dealt with! 
an expectable developmental advance with 
particular difficulty. When, however, ae 
has been Oedipal cathexes in childhood, b 
Same resumption of developmental advan 
Produced transference reactions which cO" - 
not be managed within the ‘simple’ psy? his 
therapeutic framework I have outlined. T f 
&roup of patients is therefore in nes 
Psychoanalysis proper, і.е. the resolutio? 
Conflict in the context of a transfer" jal 
neurosis, and for these patients the in er 
Psychotherapeutic phase served as the 
paration for an eventual analysis. apy 
henever a patient is able to utilize thes 
to provide himself with corrective experie n 
Which produce resumption of emot 10 
development, it is technically crucial E the 
confuse the intense reactions towar tb 
therapist which then manifest themselves ac 
transference reactions. These emotion?" | d, 
tions do not require interpretation or, ID- 4^ 
verbal response of any particular wee 
°ptimally the therapist should accept th 


e Uv = 
Se eS eee 
m 
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LT 
р might accept the same reac- 
Pss in m his children. (Hopefully it is a 
as ол to add the reminder that 
Кайсап * does not include libidinal 
plages UN This technical requirement 
ice ia demands on the therapist's skill 
patients ecause of the danger of injuring the 
his оош by seemingly depreciating 
child tet ae in the process of accepting the 
ai him (cf. Ferenczi, 1933). 

ар : who have reached chronological 
M eina can go through the developmental 
олш to the Oedipus complex 
Scent they have never entered this stage 
ШЕШ] у), and the course of this develop- 

crisis usually parallels the clinical 
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course described by Ludowyk-Gyomroi in th 

case of Elizabeth. In other words ич 
patients go through a period in which the 

feel and behave in a manner characteristic or 
adolescence. The termination of these thera- 
pies also recalls the ending of this develop- 
mental phase. Separation conflicts once a 
occupy the foreground, but increasing mas- 
tery over them permits open-ended discon- 
tinuance of regular therapeutic sessions— 
without ever closing the door on the possi- 
bility of further treatment if the patient feels 
the need to return. In other words, the process 
healthy adolescent's 


is analogous to the 
on from the need for 


gradual self-emancipati 
parental care. 
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Clinical notes on Pinel’s Treatise оп Insanity 


By ANDREW C. SMITH* 


INTRODUCTION 


oe of our predecessors is of so muc’ 
ó Pi est to present-day psychiatrists as Philippe 
Re who in 1793 struck off the chains 
the insane incarcerated in the Bicétre. 
a is rightly revered as a doctor of great 
ae and pioneering enthusiasm who 
ng а lasting influence on the methods of 
А ministration and treatment in mental 
hospitals. This is so although, as Pinel himself 
nie moral treatment was already 
Н aoe an influence in the better institutions 
i England, and Leigh (1961) has recently 
big that John Haslam of Bethlem, Pinel’s 
Ontemporary, was a man of superior intellect 
and left a greater legacy of good work to 
ед ‘Moral treatment’, in so far as it 
$ н ponds with our concepts of administra- 
| * therapy and, in the broadest Sense; 
Piychotherapy, is still topical and of continu- 
Tap aps (for example, Clark, 1963; € 
clini ; Hordern & Hamilton, 1963), ai а 
iok, al descriptions and classifications er i 
in Sd less interest. Thus Zilboorg Taa 
ti es: * Pinel's medical theories and classifi 
Ons are of no special interest to us here. 
one are very, methodical and cleat and id 
ta Dtainsc ™ iginal ideas, but their imp 
| Nee pies у. comparison with his WOT o 
OSpital reform and reorganization. _. It ts 
1e purpose of this paper tO show that these 
Spects of his work are still interesting» an 
m contribution will therefore examine oe 
is Well as his better-known achievemen 1 
ill true that Pinel's classificatio ipe 
ogical to us, but he found it a guide to 
Prognosis and treatment as We do ours, an 
ew would claim that present-day psychiatrie 


exley Hospital, Bexley, 


uch in- 


a 


Seni cma VE 
\ Kent, ior Registrar, 


nosology is ideal. Indeed many countries have 
widely differing official classifications (ге- 
viewed in Stengel, 1960), to say nothing of 
variations between hospitals and between 
individual psychiatrists. Some of his clinical 
descriptions are difficult for us to pigeon-hole, 
and not merely because of the brevity of his 
case-histories—but today we can still learn 
much from the unfamiliar clinical pictures 
presented by patients from alien cultures. 
Contemporary studies of psychoses in Africa 
and in West Indian immigrants in Britain 
illustrate the point. The patients in the 
Bicétre in Paris had led very different lives 
from ourselves: most striking in Pinel's 
writing is the shadow of the violence of the 
French Revolution and the Terror which lay 
over the patients and frequently had drastic 
effects on life inside the hospital. This was 
additionally so as Pinel, and evidently his 


atients, believed so much in the effect of en- 
vironmental disaster in precipitating insanity. 


As part of the purpose of this paper is to 
encourage familiarity with Pinel s writing, I 
refer mostly to the first edition of Traité 
 Médico-philosophique sur l'aliénation mentale, 
ou la manie as this is now readily available in 
English translation (Pinel, 1801), er $ 
was enlarged and revised in & second Frenc. 


edition in 1809. 


SELECTION OF PATIENTS 
Many of the patients were transferred from 
the Hótel-Dieu in Paris where for aoe 
iods they had received the conventiona 
eem ime. Its function 


was to 5 1 
observation ward in that ‘when th 
roves obstinate, 
i hese T 
р i hwith transferred to 


nature, the patient is fort 


86 


the Bicétre, as incurable or convalescent’. The 
Bicétre was the Paris hospital for incurable 
male lunatics; it was ‘considered as a place of 
retreat for the incurable, and for such as have 
been exhausted by severity of treatment else- 
where. Some were insane criminals, and some 
were admitted from further afield because of 
Pinel’s reputation. For our purposes, the 
earlier selection at the Hótel Dieu is an 
advantage as it may be expected to exclude 
from Bicétre the majority of mental disorders 
caused by acute physical disorders such as 
febrile delirium: these patients would die, or 
recover from the acute condition to a more 
chronic condition before transfer. 


CLASSIFICATION OF DISORDERS 


In his survey of the hospital in 1794, Pinel 
found 200 patients, and classified them into 
his five categories as follows: 27 melancholics 
15 maniacs without delirium, 80 maniacs 
with delirium, 18 affected by dementia and 
Biven. 
ciples underlying his 
ges what he calls the 
of others, and claims 


functions of th 


Sense of needing 
if the condition c 


ts turn 


a first step towards 
recovery of reason.’ d E 
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1. Melancholia, or delirium upon one subjet | 
exclusively 
This is described as largely understandabl 
in terms of, and probably predisposed to p, 
a melancholic temperament, the symptoms 
which are ‘taciturnity, a thoughtful pens", 
air, gloomy suspicions and a love of solitude 
The melancholic patient, however, has E 
irium" upon one subject, and ‘delirium’ me? 
in examples throughout the book, abnormi 
ideas, delusions, hallucinations (which рї}, 
very minor part in the case-histories), 2 
perhaps clouding of consciousness and I? n 
herence. In the melancholic the confine: 
of delirium to one subject is the character! 
feature; there is ‘free exercise in other reP*^, 
of all the faculties of the understanding ' 
there is no tendency to violence except U” m? 
Standably in connexion with the abno™ 


; ates 
idea, and the mood can be in various st a 


i en isposition, 0 
In some cases equanimity of dispositio ше 


State of unruffled satisfaction, in frc 
habitual depression and anxiety, an nting 


quently a moroseness of character amo" and 
even to the most decided misanthropy? e., 
sometimes to an invincible disgust with a 
Some are active, restless, charming a” 1 iP 
thusiastic; others are ‘remarkably КИ 
tormenting themselves and their neighb? in" 
by imagining offences which were пе y 
tended and indulging in groundless suspic! ой“ 
It is very common for physicians to be fof 
sulted by persons of this temperame? са 
nervous palpitations or aneurysm of the ease 
+++ others believe that they w^ oe an 
Which they read of in medical ox "t 
Who had had the venereal disease (07 

themselves upon the appearance of ae of 
indisposition, with the belief that the Vi" prie 
Syphilis was still operating.’ Some opib cus 
Case-histories presented by Pinel merit M 
ston in the light of present psychiatrie ed 
to illustrate how his classification W35 jai” 
It would be foolish to suppose that русй e of 
disorders have not changed in the COM” (pé 
history— clearly the content and poss! uen 
form of many have done so, moreover ск? 
Case-histories much information is 


=ч 
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which today we would consider vital: family 
history, usually the age of the patient, 
physical examination and late outcome, to 
name but a few, and the variable manifesta- 
e of hysterical disorders in particular will 
e very likely to escape correct diagnosis in 
retrospect. Nevertheless the study throws 
light on the illnesses of the time and the 
methods of a great practitioner. Moreover 
some of the cases are instantly recognizable 
down the years. 
Е... following cases were diagnosed by 
inel as suffering from melancholia. (а) А 
vine-dresser believed himself condemned to 
Hell, and to save them from а similar fate 
Killed his two children and later @ fellow- 
prisoner. He was proved insane in court and 
sent to the Bicétre. He developed omnipotent 
delusions and believed he had a special 
ton the subject 
d religion. He was ten years 1 
nement, then for four years was 
walk in the hospital court and rema 
Suddenly he attacked the governor and killed 
two fellow-patients. He was regarded as 
incurable. (b) An old monk believed he had 
Seen the Virgin in à dream and 
given an order to Kill a friend of hi 
infidelity. (c) A steward imprisoned during 
the Revolution became preoccupied that he 
might be killed (very naturally) and later 
believed he was the king of France. ( ) 
bereaved lawyer became so 
with grief as to be insane 
the king of Corsica, and 
Tuined by the Revolution, 
that he was the sovereign © 


man who for eight years 11 с 
Convinced he was poisoned and disowned by 
his relatives (he later became for four years 2 

e world and the 


euphoric sovereign 0 а 
diagnosis changed to ania) (g) A jeweller, 
One of the very few cases said to have become 
insane for no apparent reason: he was solitary; 
harmless, and wandere about the hospital 


muttering to himself and smiling, but iden 
questions correctly- Е 


no change except periods of pro 


choly for two months every spring and 
autumn. He then became jaundiced and when 
this faded after two months his mental state 
was normal. (Л) ‘А simple timorous man’ 
criticized the revolutionary government and 
was threatened with the guillotine. He became 
perplexed, insomniac and gave up work. Sent 
to the Bicétre, he was obsessed with death and 
asked to be put out of his misery. Pinel found 
he could not help him. (i) A young man 
disappointed in love lost his reason and 
addressed all female visitors to the hospital as 
his Mary Adeleine, making tender addresses 
to them. (j) A man of 22 was cut off by his 
family because he refused to study for the 
church. He became very depressed and pre- 
occupied with suicide. (k) A sedentary trades- 
man consulted Pinel for ‘dyspepsia and great 

> of no apparent cause. He became 


depression a 
severely suicidal and his gastric complaints 


deteriorated. He improved on laxatives, but 
some months later and committed 
suicide. (1) A literary gentleman and a glutton 
vered from tertian fever 
undly depressed and made many 
icide. He journeyed to 
n the point of jumping 
was attacked by robbers, 
isted vigorously. He was 
ined well during à ten year 
n intelligent woman married 
ia^. She became anxious 
lic, and then preoccupied with 
f Ш-отеп. This extended 
he dreaded day 
f these days of the week 


‘melancholia 


tual derangement of the in- 


a remarkable phenome- 


ia with delirium * presents 
ms’. Sometimes 


delusions 
at other times 
imidity, anxiety 


there is depressi А 
ans in separate 


ir. In general he me 
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patients, but there are a few examples of 
a swing from one type to the other which 
are included as melancholics—e.g. cases 
(c) and (d) above. 


wings for a 
depressive 


as à typical Phobic-obsessio 


the abnormal idea 


only one Subject, ‘the functions of their 


normal in interview and 
but always signed himself ‘Christ’, 
some at least of the chroni 
yesteryear., 
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2. Mania without delirium 


The specific character of this disorder is 
Summarized as ‘continued or intermittent: 
No sensible change in the functions of the 
understanding; but perversion of the active 
faculties, marked by abstract and sanguin 
fury, with a blind Propensity to acts 0 
Violence’, and Pinel explains that he was 
surprised to find such cases with no intellec- 
tual disorder—they were not to be expected: 
according to the Psychological speculation 0 
the time. ja’ 

Periodical Or intermittent insanity— mania 
with and without delirium—is for Pinel thë 
commonest form, and the one whose aetiology 
he discusses at most length. The fact e 
moral régime alone was often successful " 
curing the patient supported him in his vA 
that there was no organic lesion in the braai 
and he confirmed this as far as he was able d 
necropsies. He observed a pattern of pag 
ysms commonly occurring in summer, e 
three to five months until late autumn, ted 
also found exceptions which were exacerba ef 
by cold weather, and some with much dn 
intervals between attacks of up to three Y е 
Other causes were ‘undue indulgence of te 
angry passions; any circumstances gucci 
to suggest the recollection of the origi i 
exciting cause of the disease; intemperance’ 
drinking, inanition, etc.’ However, there 7 
Some cases of periodical insanity which оне 
not be ascribed to any of the causes 4 li 
but appeared to depend on ‘a pec" we 
idiosyncrasy, even the existence of which at 
can infer only from its constant and гё ore 
effects, This form of the disease is much p 2 
difficult to cure Most of the patients laf 
Periodical illness had paroxysms at irreg e$. 
intervals (52 cases, with only 6 regular OP y 
He finds no connexion between the form 9 
the illness (їе, Whether it is periodic of s of 
tinued or even melancholic) and the natu" of 
the Precipitant, but believes that "indi 
depends upon the constitution of the pe? 
Vidual— passionate men become violent те 
insane, while those of calmer temper?” ,, 


"er i rie 
Sink into Soothing and pleasurable reve 
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Mania without delirium is illustrated by Pinel 
with the following three cases. 

(a) An only son of a weak and indulgent 
Mother had been grossly spoilt and his violent 
temper never curbed. Whenever thwarted he 
became violently aggressive, and was per- 
petually in fights and disputes. injuring and 
being injured. When calm he had a sound 
judgement, no symptoms and mana 
large estate efficiently and yet with charity. 
He was prosecuted after he had pushed a 
Woman who was rude to him into a well, and 
committed to the Bicétre. 

, (b) A ‘mechanic’ had at irregular interv 
Violent frenzies when his face would be 
flushed and he was in danger of killing anyone 
Dear, including his wife whom he used to warn 
of her danger at the beginning of the attack. 
He had insight into what happened but could 
e prevent himself, was very distressed and 
i RE tried to kill himself, once wound- 
Я & himself dangerously. Intellectually 

ormal and no abnormal ideas nor de 
Were found. 

(с) A mob broke into the Bicétre and 
Teleased a chained patient because he seemed 
Perfectly rational and complained to them that 
he was detained unjustly. They led him in 
triumph through the streets whereupon the 
excitement brought on an attack, he seized a 
sabre and wounded several of his liberators. 

These are descriptions of aggressive out- 
bursts in non-psychotic people; there is no 
Mention of depression OF elation nor “de- 
lirium*, The most likely present-day diag- 
Nosis would be personality disorder of the 
emotionally unstable aggressive type. although 
there are other possibilities such as epileptic 
€quivalents, conceivably catatonic furors or 
even dramatic hysteria in th ы 
Pinel was aware of the problems б y 
Cases of thi e in psychiatry ап 
legal affairs = 4 Y escripition of them 
influenced John Prichard in developing his 
Concept of * moral insanity’. AT 
as and traditional phys 

he management and outcome 
Cases is e discussed by Pinel, but he con 


ged a 


als 


he was 
Jusions 


siders the group to be ‘most unyielding to 
remedies’, and this is not surprising to us if 
they had aggressive personalities and more- 
over were strictly confined. 


3. Mania with delirium 
This is either continued or intermittent, in 
which case the paroxysms may be at regular 
or irregular intervals. Both mind and body 
are found to be in a state of “nervous excite- 
ment’, and there is a ‘lesion of one or more of 
the functions of the understanding, accom- 
panied by emotions of gaiety, of despondence 
or of fury’. Pinel gives the following examples. 
(a) A soldier was sent from active service 
in a state of ‘great fury’. Venesection at the 
Hótel-Dieu was accidentally excessive, there 
was prolonged syncope and he was trans- 
ferred to Bicétre very debilitated, mute and 
incontinent. He improved with nursing, but 
later had a violent paroxysm lasting twenty 
days, in which he was overactive and insulted 
all he met. Treated with occupation and 
exercise, he recovered but was detained for 
bservation before dis- 


six months’ further о 

harge. р 

eA young man lost his mother and 
ofound melancholy 


k into a pr 
forsook him’. He 


ad three courses of 
i ] lunatic 
asylum with no success, and was lop 
to the Bicétre as dangerous and incurable. ut 
he was not con observation showed 
him to be profoundly unhappy. He Eos 
treated therefore by to console 
him, and improvemen 
his guardian was persu 
regular pocket money. The 
not described. 

(c) A gentleman 


final outcome is 


was ruined by the revolu- 


tion and reduced to insanity, and again failed 
h physical treatment and was 


Bicétre. He believed he was 
et, and behaved arrogantly to all, and 


i Short periods in the 
ntly when thwarted. > 
К re tried іп ап attempt to 


Ж t wei 
straitjacket W^, failed. Then perpetual 
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confinement was ordered but it was arranged 
for the governor’s wife to plead for him. He 
was then released on his best behaviour, she 
could do anything with him, and six months 
later he was cured and discharged, and at 
follow-up was working hard. 

(d) Mentioned in passing were the large 
number of these patients with grandiose 
delusions of being kings and deities, and who 
were vividly hallucinated (* they seemed to be 
occupied by a multiplicity of objects which 
were present to their imagination. They 
gesticulated, declaimed, and vociferated in- 
cessantly, without appearing to see or hear 
anything that passed. Others, under illusive 
influence, saw objects in forms and colours 
which they did not really possess’), 

These last, assuming the absence of relevant 
physical disorders such as dementia paralytica, 
are some more chronic Schizophrenics, 


riod. However, 
agnosis for the 
d, in particular, 
ffective disorder, 
inly provoked by 
for moral treat- 


concept of diagnosis. In th 
illness the patient was Preoccupied with one 
delusional system and might therefore by us 
be Supposed to qualify for ‘melancholia’ and 
no violence was described, but the change in 
affective tone and in delusional Content made 


AG, 
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him transgress the boundary. Here can be 
seen our debt to later classifiers, especially i 
Kraepelin, who gave us our concept of the 
functional psychoses. 


4. Dementia, or the abolition of the thinking 
faculty 


Characteristic of this are ‘rapid succession 
ог uninterrupted alteration of insulate 
ideas, and evanescent and unconnected еш j 
tions. Continually repeated acts of extraV* ' 
Бапсе: complete forgetfulness О ed | 
previous state: diminished sensibility ; 
external impressions: abolition of the facu E. 
of judgement: perpetual activity'—or a СО 


fusing blend of incoherent thinking, labile a” + 


incongruous affect, withdrawal, loss of insig 
and impairment of memory. Early deme 
often observable among people in the Ys 
munity outside hospital, we are told, and t 
resembles the childishness of old age- ot 
dementia of old age is also mentioned but ati 
described. Hallucinations are usually prese 5 
“а rapid and unconnected succession of =. j 
which appear to be generated in the e p 
without exciting their correspondent reer 
sions upon the organs of sense’, and "T 
activity, although this is not present in 2 
examples, which follow. pout 
(а) Anobleman in middle age bustled à inĝ 
his house and talked incessantly, oe of 
and throwing himself into great passion? os? 
the most trifling causes’. He teased Ug 
about him and talked ‘with the 8168 pis 
volatility of the court, of his periwigs ° gn 
horses, of his gardens, without waiting s 
answer or giving time to follow his incohe on 
Jargon’. (b) An ardent supporter of Des nd 
heard him denounced in the legislatur ° tind 
became profoundly depressed, x. 
and repeating incessantly that the ГЄР! pe 
Was lost. He lost his appetite and sleep- eve! 
Bicétre for months he was calm but ^ os, 
Stopped muttering disconnected sent оле 
and had to be hand-fed. (b) A man's mon E. 
ideas and broken sentences presen е pl ed 
Perfect image of chaos’, He restlessly Р jesh 
at anyone near, and rushed about heed 


“> 
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overturning furniture. (d) A sculptor became 
depressed and paranoid, and on admission 
was violent. Eventually he calmed down and 
MAS encouraged to resume painting as occu- 
pational therapy. But he felt that his works 
Were slighted and the authorities were neglect- 
ing him, and he haughtily and angrily 
renounced his art. A violent phase of several 
months supervened, followed by calm again, 
but now the brilliant intellect was forever 
obscured’, and hesunk into a state *bordering 
upon dementia’. Increased attention failed to 
help, he became increasingly gloomy and 
apathetic, and died of diarrhoea. (е) (Said to 
illustrate that dementia may be identical with 
that of old age and just as incurable.) An old 
chronic patient managed to drink too much 
on many occasions. He ‘sunk into complete 
dementia’, and elaborate physical and moral 
remedies had no effect. He died, significantly, 
Of ascites. 
We have, of course, very sca 

On these cases and are not told the length of 
history, nor always the outcome. So there are 


doubts over all of them, as the descriptions 
could be of chronic manic states OT dementing 


Processes, ‘Dementia’ was not expected to be 
curable, and as mentioned, included mental 
deterioration іп old age The distinction from 
mania was thought to be that in dementia 


there was no association of ideas and the 
faculty of judgement was destroyed, while In 
who behaved consis- 


mania, as in a patient 
tently in every way as if he believed he were 


nty information 


long story of attempts (0 J 
Orated states in chron 
Our present more narrowly 


9f dementia. 
i al 
5. Idiotism, or obliteration of the intellectu 


faculties and affections RP 
In this group, the intellectual deterioratio 


s > а 
may be complete oF partial, the ony e 
nearly or totally mute: they are 5 


ү ч d are ето" 
lethargic in their m 
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tionally labile. There may be various causes 
including ‘excessive and enervating pleasures’, 
abuse of alcohol, head injury, ‘deeply im- 
pressed terror’, profound sorrow, intense 
study, cerebral tumours, apoplexy, and 
iatrogenesis (‘excessive use of the lancet in the 
treatment of active mania’). The cases are as 
follows. 

(a) Another sculptor, aged 28, after exces- 
sive intemperance and venery. He was still and 
silent except for silly laughs, his face being at 
other times expressionless. He had no memory 
and lay on his bed all day. (b) An engineer 
invented a new cannon and when this was 
praised Бу Robespierre was ‘transfixed 
motionless to the spot? and soon after 
admitted in a state of complete idiotism. We 
are not told the outcome. (c) Two brothers 
were in battle and one was shot, whereupon 
the other was struck motionless. Sent home 
in a state of idiotism he had the effect of 
precipitating a third brother into severe 
‘consternation and stupor’. (d) There is a 
description of a case of severe subnormality, 
in our nomenclature, who had been an idiot 
from birth, and also à digression on the 


cretins of Switzerland who are put in the same 


o intellectual deficiency 
e leads Pinel to group 
in our retrospective 
ing disorders. His list of 
t cases of irreversible 


together 
view, widely differ: 
causes leads us to expec! 
organic dementia, esp 
several prime causes 


nically ill atients to mi ә 
= diet hronic alcoholism, 


is да namely, € 
Pig T bral tumour and cerebral b 
disease, plus congenital subnormality. E 
first case cited as an example could as well ү 
a chronic schizophrenic as à dement. And t : 

atients who Were dramatically struck dum 
at times of intens i ke us suspect 
a hysterical mechanism, especiall 
was transmitted to & seco 


is i i ot remove the 
iagnosis in this way does not remo. 
parce r, for it then remains difficult 


enigma, however, ns di 
to aleve that so observant а clinician as 
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Pinel could mistake hysterical mutism for 
‘obliteration of the intellectual faculties’. 
Possibly this trap was set for him unwittingly 
by his own or his patients’ habit of dating the 
onset of illness in nearly all cases from 
dramatic events. Another problem of inter- 
pretation is raised by his discussion of the fate 
of patients with idiotism. Many arrive in the 
hospital in poor conditions and die within a 
few days; some gradually recover their 
strength and with it their intellectual faculties; 
others improve, but relapse in the warm 
weather, and a very interesting group are the 
“many, especially young people, [who] after 
having remained several months or years in a 
state of absolute idiotism, are attacked by a 
paroxysm of active mania, of twenty, twenty- 
five or thirty days’ continuance. Such parox- 
ysms, apparently from a reaction of the 
system, are in many instances succeeded by 
perfect rationality’. This does not sound like 
the recovery of the possibly hysterical patients; 
perhaps there are affective disorders in this 


group also, or what other explanation would 
fit the description? 


Discussion 


It is notorious that the case-histories of 
one’s colleagues never contain the informa- 
tion one requires to make a satisfactory 
diagnosis, and this is especially true 170 years 
later. Pinel never mentions the family history 
of his patients, and very rarely their childhood. 
Only occasionally is the age given, and as 
rarely any idea of the personality of the patient 
before he became insane. The story nearly 
always begins with a precipitating event which 
is also the prime cause of his illness—this is 
in accordance with Pinel’s views on aetiology. 
Some casesare traced for years after discharge; 
others equally interesting have their history 
cut off in mid-illness. Changes of condition 
are ‘sudden’, and while this sometimes means 
instantaneous and sometimes overnight it is 
not clear whether at times the time-span may 
not be considerably longer. The details of a 
physical examination of the patients would 
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also have been of great interest. Some were 
clearly physically ill on transfer from the 
Hótel-Dieu and Pinel is explicit that severe 
treatment is often the cause. Some of these 
patients died, others recovered with good 
nursing, and there are sections on the value 
of a good diet and adequate exercise. The 
skull was examined, and necropsies performed 
on as many as possible of the patients who 
died, but the results were negative for Pinel 
except for abnormal skull form in some 
congenital idiots, and this is a main part 0 
his argument that insanity is rarely an orgat!® 
condition. Epilepsy was recognized, 2” 
mania with epilepsy was common, and 1 
garded as incurable and leading to death at 
an early stage. During the year he surveye 
there were twelve of these patients, of whom 
six died within eighteen months. No case 
are described which are typical of parano!” 
psychoses in temporal lobe epileptics. Рог 
phyria is an ever-present possibility but Pinel 5 
brief vignettes of his patients do not provi?® 
the wealth of detail which was available fof 
instance in the case of King George III d 
led McAlpine & Hunter (1966) recently (0 | 
argue in favour of that diagnosis in his hen 
Syphilitic dementia paralytica might hav? 
been expected in the Bicêtre among the m 
curable male insane of Paris, but the presen. 
author agrees with Hare (1959) that Pinel 40 
not describe a convincing case. Hare Eo 
argued, with a wealth of evidence, that th! 
disease was rare before the Napoleonic wars 
and then rapidly became common, becat’ 
although a striking clinical picture it bie 
never described convincingly by careful nos 
graphers in the eighteenth ;century, yet ! e 
mediately after its first description in pe 
1820s it was found to be a remarkably com 
mon disease on the Continent. The fact th# 
many of the patients had to withstand sev" 
physical treatment at the Hétel-Dieu bef? 
transfer should mean the elimination ash, 
of the more acute organic states from à 
causes of admission to the Bicétre, althové ў 
patients with chronic sequelae would ate 
ably have been treated there, and this is futt 
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suggested by the list of organic causes of 
idiotism, mentioned above. 

Further difficulties in retrospective recog- 
nition are presented by changes which take 
Place in the clinical features of mental illness 
in different cultural milieux at different times. 
In the case of conversion neuroses this is 
sometimes referred to as” fashions in hysteria’. 
There is evidence in this century that the 
clinical picture and epidemiology of this dis- 
order among soldiers were widely different in 
m two world wars, and no doubt this is only 

most obvious secular change- The protean 
espe of this condition and the brevity 
s case-histories mean that it may be 
mee na ч in the clinical discussions 
Née but it is hard to see how this could be 
dni ed. Even in organic psychoses the 
Xni picture is varied by probably cultural 
ors. Delusional pictures in dementia 
tis pra were very predominantly grandiose 
Ex cn from the early cases onwards through- 
ate the nineteenth century (Hare, 1959), but 
now a rare form in comparison with 

the Moreover, in Africa at 
in б е time a frequent psychiatric picture 
Arni dementia paralytica 15 running amok, 
b "pn in Europe. There are hints in Pinel’s 
fashi that grandiose delusions were m 
in + pi and persecutory ones less SO than 
the present-day mental hospital population. 
ma mentions only few of the latter typ®» but 
and erous delusional kings: gods, prophets 
generals. 
gare domination of life in the Bicétre bY 
is at violence in the behaviour of the patients 
ee of the aspects of the clinical descrip” 
dans that sound most strange to 2 psychiatrist 
Rus. ‘Maniacal fury’, VIO ent attacks On 
With and other patients» І 
in g murderous intent recur again 
Nass he accounts of patients with. 

aried disorders. We cannot now j 
т this was due to 5 i 

ses for admission, leavins 


de é 
Pressive symptoms. 
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to be managed in the community. Thisis prob- 
ably a factor, but the impression is strong that 
this is not the only explanation. There can be 
no doubt that a major cause of the frequency 
of violence was а reaction on the part of the 
patients to painful and harsh traditional forms 
of physical treatment and confinement, 
especially as Pinel himself recognized this and 
proved its truth by allowing freedom to the 
most dangerous maniacs in selected cases, 
whereupon he frequently found that they 
became calmer. Moreover he lacked safe 
sedative drugs with the exception of opium, 
but in this respect he was no worse off than 
asylum medical officers in the early years of 
this century. That harshness of hospital treat- 
ment was not the only cause of the great 
frequency of violence is shown by the abun- 


dance of episodes of fury and destruction in 


the early histories of the patients before they 


ed the medical profession. No doubt 


the climate of opinion at the time 


violence in the cornere 
and, as in all ages, expectations of this type 


tend to be fulfilled in reality. 
of political violence can hardly be over- 
Pinel was writing of his experiences 


as he always correctly states 
and 2 ‘of the 


estimated. 
as physician in, 
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AETIOLOGY 


Pinel frequently emphasized the great 
Opportunities for scientific observation of the 
phenomena of insanity afforded to those who, 
like himself, lived and worked in a great 
asylum, and had affection for the patients. 
Yet his diligent researches, hampered by 
primitive knowledge in the fields of psychology 
and physiology, resulted in aetiological 
theories which seem largely naive to us today, 
especially in view of the contrast with his 
treatment, which in many ways (far from all, 
as will be seen) is more in accordance with 
our ‘modern’ views: 

First, 
view that insanity was usually of organic 
origin in the brain, and firmly rejected it: 
: ngis generally 
considered as an effect of an organic lesion of 


mediate connexion with them’, 

There is no mention in 
question of mental 
other relatives of th 
sion of the possibili 
Childhood experie 


once as being of importance, in the case of the 
over-indulged boy 


to curb violent tempers. The disorders in the 
adult patient are, 
his constitution in 


Dot go so farasan* 
in the sense in which Jaspers (1963) used the 


illness 
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term. For Pinel affirms that there is “0 
necessary connexion between the specif? 
character of insanity and the nature of ЇВ 
existing cause’. He found, as do we, the mall 
underlying disturbances to be emotional, th 


Passions, than upon any derangement of tt 
ideas, or upon any whimsical singularity 
the judging faculty’. And again insani 
‘frequently is only hypochondriasis ай 
melancholia in a state of high develop?" 
But few illnesses sprang unheralded E 
existence without obvious precipitating cat 
nearly all the histories are told in o. 
reaction to the environment, and in the uld 
cases where no plausible precipitant M. 
be found, this is stated. The usual aie 
is a man with a temperament which Ө. ns 
him ‘susceptible to the liveliest emi be 
both of pleasure and of pain these. | 
Coming insane in reaction to one of 
violent emotions, mo 
Thus the Precipitating causes are the ^. 
important Causes, and are frequently im 
umerated, as well as appearing at ше, 
ning of most of the case-histories- ate 
Originated in a violent but unfor оп 
Passion; others in an ungovernable ат? ed t° 
for fame, Power or glory. Many succe? ed bY 
Teverses of fortune; others were pes en 
devotional Phrenzy; and others by ? ober 
thusiastic patriotism, unchastened by pe x 
and steady influence of solid judgem у of 
the exciting causes in a great major the | 
instances had been very vivid affections "int, 
mind.’ There is no discussion of tbe Gros? | 
Stressed by organici like Mayer ts 25 
Slater & Roth (1960), that such ш. 
domestic unhappiness, religious pre? 
tion and broken engagements may " 
Quently the result of the early disturb . 
an insidious and unrecognized psy¢ be ect 
Pinel was far from ignoring physic? nizing 
of insanity however, As well as reco 
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the debilitating effect of malnutrition, for 
example, and assigning prime importance in 
treatment to its correction, in attacks of 
insanity he strove to consider body and mind 
E one whole organism. Thus in the beginning 
of an attack of mania, the common epigastric 
and precordial symptoms suggested a physical 
disturbance which spread to the head, which 
became flushed and the eyes protruding. ‘The 
nervous excitement, which characterizes the 
greatest number of cases, affects not the 
system physically by increasing muscular 
power and action only, but likewise the mind, 
by exciting a consciousness of supreme im- 
portance and irresistible strength.’ Moreover 
he toyed with a theory that acute paroxysms 
might be ‘the effects of a salutary reaction of 
the system’, a groping precursor of theories 
of biological adaptation in affective disorder 
in our own time (Lewis, 1934). Pinel finds in 
favour of this view that it is a plausible theory, 
that it is analogous to theories of the effect of 
fever on the body, and that many patients 
after long intervals in a state of idiotism are 
completely cured after an acute episode. If 
the paroxysms become increasingly violent 
and exhaust the patient and cause his death, 
however, then the hypothesis is that nature’s 
healing powers were impeded by some organic 
lesion of the nervous system. 
These theories are carried over logically to 
determine treatment. Insanity is caused by 
intense emotion—so contrary strong a en 
may be expected to help in cure; oR a 
ing the rational part of the mind cx Ed x 
Bovern the wilder passions; and the rarity 


; ; Е" 
Organic causes makes it rational to be relu 


methods of treat- 


ta rt to physical met 
^» 5 em in dangerously ill cases where 
a? failed. The same applies 


Other methods have a 
to efforts at prey, tion, 50 oe 5 
фо ert and ae м eminent 
antiquity will be found of TET han any 
Service in the prevention af мыл) hee 
Pharmaceutical formulae’, 4n ite три 
the Bicétre show that they had n ш з 
Admit a geometrician- These were 


Years of the Age of Reason. 


jected, the plans 5 
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TREATMENT 


Pinel’s preaching and practice on hospital 
administration, moral and physical methods 


This, his lasting memorial, is discussed as 
seen from the present day, with no attempt to 
discuss in detail his originality in his own time 
(the thesis that he indeed developed most of 
his methods from his own observations and 
studies is supported in Grange, 1963). 

Pinel was not the first nor the last physician 
to be faced with dauntingly unsuitable 
buildings for his purpose, and he says that 
this influenced him to offset their depressing 
effect by enthusiasm for moral treatment. The 
public rooms were cramped and too cold in 
winter and too hot in summer. The rooms 
were too small, there were no baths although 
he asked for them repeatedly, and there was 
hardly any space for exercise except the 
interior court of the hospital. Very awkward 
for his intentions was that he could not satis- 
factorily segregate the patients in groups 
according to the severity and stages of their 
illnesses. The only assets were his own 
enthusiasm and a like-minded governor of 

reat wisdom and humanity, Pussin. Yet it 
was usually impracticable and undesirable to 
attempt the treatment of the insane in their 
families, because restraint under such condi- 
tions was constantly irritating and the P 
could not be kept calm, with the result t Y 
few recovered. Moreover, patients admitte 
from home with a reputation of violence Ms 
often found to be calm and easily шпаа 
in hospital, whereupon caution was nee di 
to avoid premature discharge and pen 
relapse at home. So the imperfect pubge 
hospital must be used, but Pinel urges, In 
modern vein, that when a new one is pro- 
hould be submitted to the 
ir approval. 
-— d attached to the 
rovision of different duet kd а 
gation of patients. The a meii a 
their own, a5 e br performing labour 


:ng drilled in teams 107 E 
Eie the hospital. Epileptics too must have 


medical staff for th 
Particular impor 
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their own department in seclusion, as the 
sight of fits is terrifying to other patients and 
upsetting to their progress, and the department 
can specialize in protecting the patients from 
injury in their fits and finding them suitable 
occupations. A convalescent ward is essential 
where the rules will be less strict and the staff 
will be concerned in finding diverting amuse- 
ments and useful tasks for the patients. 

We are told that the physical and moral 
qualities required of a good governor of a 
lunatic asylum include ‘accurate and exten- 
sive and easily applied knowledge of the 
human heart’, immovable firmness, cool 
courage, watching the progress of every case, 
“seizing the peculiar character of the hallucin- 
ation and meeting the numerous varieties of 
the disease depending upon temperament, 
constitution, ages and complications with 
other diseases’, Trying to live up to this ideal, 
and studying each patient in as unprejudiced 
a manner as he could, and ‘forgetting the 
empty honours of titular distinction as a 
physician’, Pinel “discovered, that insanity 
was curable in many instances, by mildness 
of treatment and attention to the state of the 
mind exclusively, and when Coercion was 
indispensable, that it might be very effectually 
applied without corporal indignity’. So, not 
without considerable difficulties with alarmed 
lay authorities, the chains were struck off, 
The greatest vigila 
staff continue in c 
the orders they г 
allowed to strike 


Tecent experiences these men were 
new patients and amenable to the 
discipline, moreover they were p 
and it was regarded as valuable о 
rehabilitation. Violent behaviour 
'a degree of liberty, 

order, dictated not by 
humanity, 


kind to the 
Bovernor's 
aid a little 
ccupational 
decreased : 
sufficient to maintain 
weak but enlightened 
and calculated to Spread a few 
charms over the unhappy existence of maniacs, 
contributes, in most instances, to diminish the 
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violence of the symptoms, and in some t0 
remove the complaint altogether’. ' 

Although the advance was doubtless ve 
great, it should not be thought that there м 
no coercion. This remained in plenty Sa 
there is repeated concern for the dangers K 
violence, disorder and affray among s 
patients. It was necessary to domi ы 
patient firmly, to secure eventual sunm A 
so as punishment ‘close confinement, - i 
darkness and a spare diet may no dou! E. 
recurred to occasionally and for a short e 
and strait waistcoats were still used. se 
was used, but to prevent suicide and con 
violence: detailed instructions are given Шу 
the methods of painless capture of wr 
Violent patients, using an pudor. 
number of staff trained in non-vio 
methods. , 

The moral treatment of the patient ae 
counteracting his abnormal ideas and Р i 
by a variety of non-physical metho tion 
addition to humane hospital sium e 
and the régime must be separately Pru о 
for each patient depending on the ee treat- 
his disorder. Here is the ideal plan © te this, 
ment for religious insanity: ‘To "X епт | 
class of maniac from the ene е 
courage employments. . . by the prospe ted 
moderate recompense, want or DUE a 
motives; to remove from their sight Е 
object appertaining to religion. . .t0 ted t° 
Certain hours of the day to be dave e 
philosophical reading, and to но 
Opportunity of drawing apt p 
between the distinguished acts of hu piovs | 
and patriotism of the ancients, and the saints . 
nullity and delirious extravagances from 
and anchorites; to divert their min inn | 
the peculiar object of their hallucination алу 
to fix their interest upon pursuits of e give? | 
influence and tendency’. Examples a pein’ | 
incredible in the reading, of ee at У | 
Successfully argued out of their delus!^ ^ oat 

| 


olves 


the governor (for whom they vs ey eR 
Tespect). He pointed out that if дег the 
Teally God or the king they could d ting 
own discharge but they were not at 
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E hase Yet Pinel states limits to the 
imi 4 of such methods, saying in another 
et = that religious fanatics are incurable, 
^» ran measures are likely to counteract 
of the I of mystic visions or revelations, 
76-94 ruth of which he deems it blasphemy 
Ro а doubt’. Even Pinel seems to have 
тени ed only rarely in curing delusion by 
ation. 
iii i management of the patients is 
follow] y the use of a hospital meeting in the 
ыр. circumstances. The government 
ен the removal from the hospital of all 
Ез us images, but these were very dear to 
Din of the patients and it was feared that 
terrif harm would be done by needlessly 
of = ing them. The governor called a meeting 
near! the available patients. He persuaded 
"ed all of them to wear the revolutionary 
alle ade and then explained that their new 
ie tes required them to remove and 
t Et the images. By this means the patients 
ет were persuaded to carry out the 
anted task. 

oe therapy was hardly less 
és y regarded by Pinel than by mental 

. OSpital superintendents of the present day. 
es Very sure that few lunatics, even in their 
actiy furious state, ought to be without some 
ы occupation.’ It diverts the morbid 
rais ghts, strengthens the understanding, and 
es no difficulties in t 

in furthering and 
*the return of con- 
tastes, pursuits 
by me considered 


еп ) 

raged to discuss his 
i ne there was an organize 
, ation unit— it was pleasing t 


Silence and tranquility which prevailed in the 
all the patients 


eo de Bicétre when nearly mage 
ere supplied by the tradesmen of Paris with 
Smployment which fixed their attention, ап 
‘lured them to exertion by the prospect ofa 
"ifling gain’. 

7 


he maintenance of 
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Many other matters in the skilled manage- 
ment of his patients’ illnesses occupied Pinel. 
Visiting by relatives was not thought to be 
advantageous in the acute stage and was dis- 
couraged, but in convalescents it was an 
important consolation, and the physician did 
not hestitate to write to the relatives recom- 
mending visits, Or pocket-money, Or restora- 
tion to the power of disposing of money. 
Much to Pinel’s chagrin, he was unable to 
prevent public visiting of the asylum by 
strangers from the public, although he knew 
their laughter and provocations harmed the 
patients. He would spend many hours with 
new admissions, wishing to make his own 
observations of the behaviour of the patient 
and plan individual treatment, and in this 
period maximum liberty was allowed, with 
the result that patients with reports of 
dangerous tendencies could often be re- 
classified as harmless. 

All the patients had moral treatment 
primarily. Physical methods were used only 
in intractable cases, for Pinel found them less 
effective, and only logical for some kinds of 
illness. ‘For, in diseases of the mind, as well 
as in all other ailments, it is an art of no little 
importance to administer medicines properly; 
but it is an art of much greater and more 
difficult acquisition to know when to suspend 
or altogether to omit them." The standard 

hysical treatment, which many of the 
had already received to an exhausting 
Hótel-Dieu. was copious and 
of various kinds, 


d blood-lettin. , baths 
iem i : oercion. Pinel deplored 


theless indications O 
During an 
n maniac 
rded moral treatment as 


rect management 
tcoat, laxatives 


patients 


his own for physical [ 
acute paroxysm of violent rage ! 
patients, he тера 
inapplicable, and the corre 
was the use of the strait-wals 
in an attempt at prevention before the attack, 
and opium, camphor in large doses, cold bath 
shock, blisters and bleeding. These treatments 
i d, with quotations from foreign 
Pinel is sceptical of their value, 


so that he rarely feels justified in prescribing 
Med. Psych. 40 
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them, and this has limited his experience with 
them. 


Discharge 


Many patients remained for at least six 
months after cure, to consolidate the improve- 
ment and render relapses less likely. Some 
remained for several years, and were given 
jobs on the staff. The dangers of premature 
discharge are illustrated by a case in which 
the relatives insisted on removing the patient 
before it was regarded wise, and the patient 
relapsed at once at home and had to be 
readmitted. This was repeated twice more 
until the mother allowed Pinel to keep him 
for two years’ uninterrupted convalescence, 
after which discharge was successful. There 
is even a case described in detail of what in 
modern terms is relapse as an out-patient 
attributed by the therapist to neglect of 
explicit instructions to take follow-up medi- 
cation. A farmer was cured after a year in the 
hospital and sent to his family with the express 
advice to take, every spring, opening medi- 
cines, diluent drinks and occasional baths. 
For two years this was done and there was no 
relapse. The third year the treatment was 
neglected, and a relapse needed an admission 
lasting many months before he was cured 
again. 

The policy of predominantly moral treat- 
ment followed by prolonged in-patient con- 
valescence was shown to give good results, 
Patients transferred from the Hótel-Dieu, 
treated, and thought to be convalescent, 
usually relapsed in the Bicétre, were treated 
by moral methods and tended then to remain 
well. In the second year of the republic 18 
patients were discharged cured (10 with 
periodical mania with delirium, 2 with 
melancholia, 4 convalescent from acute 
mania, and 2 with ‘accidental’ (that is, 
iatrogenic) dementia) and only one relapsed. 
This last case did not surprise Pinel because 
it was a case of melancholia excited by 
jealousy, who returned to the Original en- 
vironment. The length of follow-up is not 
given, but the results are in fact better than 


these figures suggest, because they do 10 
include a number of patients cured y 
before, working in the hospital, who the 
finally left to rejoin their families. 

In summary, therefore, treatment а 
Bicétre started on admission with а ni 
taken by the physician, which omitted, EE. 
ever, many matters of interest to us. A plan 
treatment was then drawn up, which WO A. 
include firm restraint of dangerous e 
but otherwise as much liberty as por al 
attempts to remove melancholia by -— 
tion and distraction, a plan of ex 
where possible realistic and paid, trans ple 
a convalescent unit in time in ee 
cases, and a number of months on trial Ee 
discharge. All this was combined тшу 
reluctance to use dangerous and dou what 
effective physical treatments, and with орї 
must have been the humane, philanth? 
atmosphere of the institution. 


t the 


CONCLUSION 

In psychiatry, so greatly influenced 
social climate in which it is practised, jeah 
which facts have been so hard tO ur pre 
familiarity with the achievements of OY ^r 
decessors may help us to understa? each 
Present situation, and can perhaps gue 
lessons. Pinel, as Leigh (1961) has : cop 
may be pre-eminent among his ү? if 
temporaries mainly because he had ? у 
of lasting success—his clinical де ; 
Were certainly inferior to Haslam's at it? 
and his treatment may not be Бейег—_ 1 
his name and work that have influen eig 
times. Yet we may not be so far ahea һа no! 
85 we sometimes think, for pog. af 
been uninterrupted. For many of e nav 
Separating us from Pinel a patient WO than А 
been worse off in lunatic asylums с 9^ 
Pinel’s Bicétre, and even now om naw’ 
Sure we have finally outstripped FI [the ae 
Dot proved, for instance, how much © бел! 
Provement of chronic schizophrenic P 
in our mental hospitals in the anit ай 
years has been due to moral treat™ 


the 
КА in 
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how much to the new drugs (discussed in 

Hordern & Hamilton, 1963). 

ur must be vigilant, for in the words of the 
istorian (Fisher 1947): ‘the fact of progress 
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is written plain and large on the page of 
history, but progress is not a law of nature. 
The ground gained by one generation may be 
lost by the next’. 
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Rationality and irrationality in psychotherapy: some reflections 
on psychoanalytic technique 


By HERBERT S. STREAN* 


E The History of the Psychoanalytic Move- 
thus b written in 1914, Freud stated: ‘It may 
is an e said that the theory of psychoanalysis 
Sins attempt to account for two striking and 
ee facts of observation which emerge 
inr never an attempt is made to trace the 
in = aoe of a neurotic back to their sources 
of nis past life: the facts of transference and 
e e Any line of investigation which 
th ognizes these two facts and takes them as 
е starting point of its work may call itself 
PSychoanalysis." 
QUE the fact that virtually all psycho- 
st ie have been unanimous In their belie 
nui reud's observations of transference ап 
oo are of the most profound made 
ta psychotherapy and frequently explain 
ine y of the bafiling phenomena 11 the treat- 
ча Situation, Freud never set out to give а 
Saag account of resistance and trans- 
Ghai basic as these concepts are to the 
(Fi е theory and practice of psychoanalysis 
ine, 1962). 
E several investigators have noted, in all 
dey reud's writings there is not 2 single paper 
iw exclusively to resistance 1n the ana- 
ба process (Burchard, 1962; 
tó ia 1953). From 1910 on. 
th; ave a number of followers 
at some of them did not fully grasP what 
n as teaching, Freud did begin to W 
ds T of papers on transference- 
ate vn (1962) has noted, 1 
the ather sketchy and scarcely satisfactori c 
to purpose. His rather casual handling a 
"ei of transference an resistance 5 
arp contrast to his meticulous discussion 0 


2 jon 0) 
- unconscious in 4% Interp ay gh. 
eams and of sexuality 11 The Three гу5. 


* New York. 


Although the development of Freud’s ideas 
about psychoanalytic technique is difficult to 
trace because he wrote 50 little about it, the 
material available bears review. 

In the 1890s the cathartic method was 
gradually replaced by psychoanalysis. After 
a long discussion of the technique of psycho- 
therapy in the ‘Studies on hysteria” Freud 


wrote nothing at all on the subject until 1904. 


In the paper of 1904 entitled * Freud's 


sychoanalytic procedure", liftingthe amnes!as 
of childhood became the major therapeutic 
on Was relegated to the back- 
ingthe unconscious conscious 
ic tool. In both the 
*andin'Freud's psychoan- 
a earches but in vain for a 
«of what in the process 
uses the therapeutic improve- 


aking the unconscious CON- 
he amnesias 


3, 'On beginning 
d himself discussed the 
is and particu- 


Emotio, na 


: Productions 
5 x 


echnique was to 
ана; features of his 


haviour in the 
ommended that the 
directly ite | 
Waiting for the 
um. But how or | 
Temoves the / 
$$ not elucidate. : 
= Tontation by ed 
"CSistive behaviour | 


attempted to / 
niques such | 
1958), Lorand j 
have all stressed / 
“Ру part of the ego | 
Part healthy; the / 
ЗЇ were, with the 
£80 and analyst 
°F against the sick. 
ertaken the task 
cing by means of 
Y aware of the 
ures do not get 
d, the develop- 
1 relationship 
ansference, and 4 
1€ patient against 
ent, the resistance 
ме d 


diate 
al Proce, 
a NStea, 


——~ © 
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iets into psychoanalytic treatment 
Mel cdi he same kind of resistance to the 
sei of his wishes and defences that he 
and o real life despite his €50 strength 
сае - th. Consequently. therapy which 
uper: n proceed in a completely rational 
not жаы necessarily fail because it does 
illn S into consideration the nature of the 
ess (Fine, 1962). 

is eee concur with the notion that the patient 
€ полы by irrational urges: has strong 
Perd to renouncing infantile wishes and 
б үү defences, 15 not particularly inter- 
to ine рыша id with ego, living according 
Princi үч principle instead of the pleasure 
ina emor trading in neurotic suffering for 

on misery (Freud, 1895), why does he 


fo ) 
Tm a therapeutic alliance with his analyst 


а 
nd work towards cure? It is the thesis of this 
the 


that the patient makes changes for th 
ll er reasons that constitute his 
тезро Заб that his positive or negative 
little € to analytic interpretations have 

o do with their exactness but are gO" 


ern Е s > 
ed much more by his neurotic fantasies, 


ri ME, E 
Primary process thinking. super-ego admoni- 


a and his defensive adaptation. Ат 
mie is in reality а suggestion 
su yst, and a patient's positi” 
"epa d will таш 

tional acceptance of it. 


s Е 
eparation anxiety, fear of loss of the thera- 


Pist’s love and approval oF castration anxiety 


ao he will, in all probability, accept 

if interpretation regardless 

Ween the other hand, he is dom" 

D ee envy. spite, revenge 

ка the correctness r 
ness or inexactness о 


Will in 1; 
ill in little way prevent th 


Tejecting it. 

е. patient frequently ribes ай be 
li alyst the role of his O uper-cE^ is 
Istening to his super-e£o and acce ting 
Criticism holds out the promise better lile 
and does not threaten the status quo too enr 
the patient will accept the analys : Patient 


às valid. Changes Ой ° part 9 
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evolve through the same processes that 
children modify their behaviour, If the child 
believes that the parent will offer a love 
premium for his behaviour, he will renounce 
a gratification, modify an attitude, or assume 
increased responsibility. Likewise, if the 
patient does not fantasy the future gratifica- 
tion of an id wish in the transference or in the 
outside world, the promise of a forgiveness by 
the analyst—super-e2o» oran enhancement of 


]f-betterment, he has limited 


self-esteem or Se 
use for the analyst's statement. Every analytic 


utterance has symbolic meaning within the 
transference relationship and its rationality is 
i ignificance when compared to the 


lack of promise it holds for the 


ent of a case 


Let us examine а fragm 
most 


example by Wolberg (1954) which 
students of psychotherapy would agree is an 
adequate description ofa frequent therapeutic 
happenstance in a Freudian psychoanalysis. 
ith a phobia of being subject to 
indefinable injury develops an 
dread of the analyst, and ex- 


for the mother appear ! dreams. Analysis of 
i ith the analyst (transfer- 


ification of the analyst 
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he did so out of fear of the analyst’s castration 
and disapproval. 

The ar the analyst offered 
would have been experienced unconsciously 
as a command to give up his oedipal wishes 
and the modified behaviour was a homo- 
sexual submission to the father-analyst. 
Otherwise, why should the patient merely 
give up his incestuous wishes? He renounces 
them, we believe, for the same reason that 
any oedipal boy does—a wish for his father's 
love and a fear of his father's castration. 

Little Hans' psychotherapy may be viewed 
in similar terms. The modified behaviour and 
attitude that resulted are essentially no 
different from the resultant interaction, con- 
scious or unconscious, that transpires be- 
tween many parents and their children, The 
discussions were formalized by calling them 
psychotherapeutic sessions, yet the type of 
interaction and discussion that transpired 
between Little Hans and his father is what 
takes place in most Psychotherapy. The child- 
patient meets the parent or superego in the 
form of an analyst. The two parties interact 
and the child-patient’s improvement or lack 
of improvement Tests, to a large extent, on 
what his parent-analyst knows about child- 
rearing. If the parent-analyst is too indulgent 

and gratifying, he provides the patient with 
the possibility that, “Alas, I think Гуе found 
the omnipotent parent. I feel comforted, 
warm and secure. I won’t dissent too much 
because his love is everything and I must keep 
him.' If the analyst is too frustrating and not 
sufficiently gratifying, the patient, most likely, 
will frequently dissent, express aggression 
sometimes, may try usi 


occasionally, € treatment 


may be no promise 
of a better tomorrow. In other words, we see 


the good analyst as a good parent always aware 
of his child-patient’s maturational needs 
(Spotnitz, Nagelberg & Feldman, 1956). He 
administers appropriate doses of frustration 
and gratification depending on where his 
child is, developmentally. He attempts to 
assess at all times how he is being experienced 
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by his child-patient and how any given va М 
vention will be received in terms of the tr 
ence relationship. 
€— dice in his Outline of Poo 
analysis that the analyst has to play гй 
roles towards the analys and is ап wt 
of practical variations based upon the E di 
narcissism. Freud states in this ома] figu 
the analyst will be a teacher, parenta males 
he will instruct, give guidance, impose I; it 
of conduct, he will praise and condena a to 
not possible that this mandate can Pe oil js 
all patients and all analysts? The pa many 
constantly casting the analyst into nalysis 
different roles during the course of an note 
and the analyst shifts from one role to а est 0 
depending on what he wants to Yuan 
influence at a specific time (Cole 
B. Nelson, 1957; M. Nelson, 1962). functio? 
The patient, unable or unwilling to zistan 
solely on his own resources, seeks as t of his 
from somebody who will help him md the 
dilemmas. At the initial pere 
prospective analysand is invited to al rele” 
symptoms, difficulties in pe puer | 
tionships, and salient aspects of the eans in 
his life. This, to many patients, often T wan | 
the unconscious, “ГІІ tell him what vnd the 
and he'll mend the situation.’ Even W and 5 
Patient is asked to take the couch thinks 
commanded to say everything that he with 
feels, or remembers and is responde “aks Ш“ 
Silence after he does so, he often garde? 
consciously, ‘PII just have to hine 5. 
my magic helper will eventually com of fie 
To many patients, the recitation ал: 
associations to a passive listener “on muc 
"That lovely object provides me with ves "I 
Darcissistic satisfaction. He я of 
Products and does not admonish quite a 
criticize me. [Pl] go on talking sel silent? 
while longer,’ Eventually the analy "ue and 3 
may be experienced as a deprivati on sd 
frustration and the patient might s life; m 
anger. Depending on the story of erta! 
will complain about the lack Т поп! 
gratifications in the transference re “pa jent 
The analyst then interprets the 
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cuis in terms of his transference, needs, his 
scope ier qp and his past. Let us say 
rr cain s wish can be seen as à desire for 
mm ls a symbiosis, to which the analyst 
dun a correct interpretation based on 
Касы; structural, genetic and economic 
кааз erations. In а neutral manner, the 
© yst says, ‘Your wish to be with me 
Onstantly is similar to your wish to be with 
Pour wife constantly. When you are not 
gratified, you respond in the same angry 
Fede as you did when your mother was 
Farid The patient responds affirma- 
end . He recalls several examples of temper 
his rums at the ages of three and four when 
rem was unavailable to him. He adds 
fie when his wife went to the bridge party 
tho night, he really did have murderous 
Se towards her, developed а headache 
couldn’t sleep. He confirms the correct- 
om of the analyst’s interpretation by telling 
"a that when he was in the waiting room 
the morning, he felt an irrational feeling that 
the analyst would not appear for the session. 
‚Хез; you are right,’ the patient concludes, 
ir a mother all the time and I get angry 
t en I don’t have her. I really give my wife 
00 hard a time.’ The patient then resolves to 
© less demanding of his wife and keeps this 
Promise for some time. He may even bring in 
а dream the following session in which his 
for the evening 
a he cheerfully bids her farewell. This series 
events is frequently witnessed in many 
ao choanalytic hours. Why does the patient 
К the interpretation, T' 
stantiate it, give ample evidence t 
«having similarly in the present, resolve 
d change his behaviour, and in fact, 
Oes? 
T this hypothetical 
fen have probably called, 
m patient unconsciously €X 
and from the pre-oedipal { 
Analyst. “You are a little baby with 
me me and in general. t 
© ay my love.’ In oF 
*dipal object and his love, 


example which Kris 


‘The Good Hour’ 


periences a com- 


love objects 
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the analyst’s neutral statement as a command 
and performs similarly to an obedient child. 
Through an identification with how the 
patient experiences the analyst, he conforms 
to what is in reality not a neutral statement 
but a parental or super-ego dictate. 

Much therapeutic gain transpires within 
this type of transference relationship. Based 
on the primitive and irrational id wish of oral 
merger with the analyst, the very wish the 
analyst may wish to weaken by his interpreta- 
tion, the patient improves. However, most 
analysts would regard an analysis incomplete 
unless the transference were as well analysed 
as possible. Therapeutic gain in the service of 
pre-oedipal fantasies may be acceptable but 
insufficient. The analyst, therefore, might then 
point out to the patient that the latter accepts 
interpretations and modifies his behaviour 
because he wants to please a parental figure. 
It is quite conceivable that the patient will 
battle this problem out with himself and in the 
f he becomes more independent 
overtly to be less 
nd more assertive, 
one it out of compliance with a 
, ‘If I become assertive, independent 
biotic oral mergers, 
tell me I’m success- 
and be a proud parental figure.’ 


becomes part of the perma- 
ent unconscious 


of the analyst and seeks 


my analyst will approve, 


e analyst, regardless © 
words ened b the analysand as a 
c interventions are 
*cease and 
d to a negative or 
ambivalent d should be ana- 
lysed. Wha n the process of 


106 


analysing of a negative transference that helps 
the patient resolve and overcome it? 

The overcoming of a negative transference 
is often equated in the patient's mind with 
giving the analysta love premium. The greatest 
love premium an analyst can be given, in 
many patient's minds at least, is terminating 
a successful analysis. In the unconscious of 
the patient, it is often equivalent to forgiving 
the parent for not being a good parent, 
usually the most tenacious resistance to be 
observed in analytic therapy. It is our conten- 
tion that a negative transference or a resist- 
ance born out of negativism is given up when 
it serves the patient limited, if no pleasurable, 
gratification in the transference relationship. 

Recently Eissler, in a paper on ‘The psycho- 
analytic concept of cure? (1963), reported a 
case of a woman suffering from erythophobia, 
sexual frigidity, diffuse anxiety and other 
conflicts. During three years of intensive 
analytic treatment the patient did not overtly 
respond to any of the analyst’s interventions. 
She left treatment apparently unmoved; all of 
her conflicts remained. At a follow-up study 
several years later, the patient, to the analyst’s 
Surprise, reported marked improvement in 
virtually every area that was troublesome when 
She left treatment. Eissler offers several 
hypotheses to account for this including the 
principle, ‘I would rather act sanely than face 
the truth about myself.’ Yet, Eissler gave to 
the patient, in the form of many id interpreta- 
tions, a great deal of truth about herself for 
three years. Is it not possible that an alterna- 
tive explanation was that the patient did not 
want to give the analyst the Satisfaction of 
curing her. If we assume that she wa 


s being 
à negativistic patient, then would she 


remain 


H. S. STREAN 


intractable through the final hour, as inte | 
she did? Only upon achieving distance M 
the analyst, having defeated his aemp 
cure her, and only by first gratifying a 
negativism was she then enabled to overco 
her pathological conflict. d 
In his 1912 paper, * The future prospec d 
psychoanalytic therapy', Freud thought 
if the meaning of symptoms came to fae 
generally known, the neurotic Met 
inhibited about showing them, just as “ hat 
Would no longer say at a garden p vd 
they were going to pick flowers rien M: 
generally known that it was a subter е 
hide the necessity of going to the БАШ 
The implication of this remark is that ume 
are frequently disinterested in pua 
accepting the real truth about hem à 
Resistances against the emotional ae the 
constantly raised. Freud pointed out E | 
analysis of these resistances constitu pt out 
heart of analytic therapy which is wr mt 
in the transference. In every ar pap ii gr 
analysis, the analyst is viewed as an tion is 
mation of authorities, each уга iret 
viewed by the patient as a direct A eti 
command, approval, criticism or 4 impli 
the Outline of Psychoanalysis, et decidé 
that depending upon the factor tha analy 
influence at the moment, the sensitive - ef 
will meet the patient’s ever evolving = jat? 
modifying therapeutic needs by арр apeuti 
adaptive changes in his own th 
behaviour. 


of 
hat 
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* Closure? at the first schizophrenic break-down: 


a family study 


By R. D. Scorr* AND P. L. Аѕнуоктнї 


In this paper we explore the nature and con- 


se : : 
quences of a radical change which appears 
al relation- 


to take place in the pre-ilIness famili 
of the first 


Ships of schizophrenics at the time 
break-down. 

Theliteraturesayscomparatively little about 
What happens during this crisis which first 
brings the patient into treatment. It has been 
conceived as an ‘identity crisis’ (Erikson, 
1956), or asa total extrusion from the family of 
à child whose values are no longer congruous 
With those of the family system (Laing, 1961; 
Wynne, Ryckoff, Day& Hirsch, 1958; Searles, 
1965, p. 739), or as the result of a mother ex- 
tinguishing a bid for independence by a child 
bound in symbiosis to her (Bowen, 1965, 
p. 225). Most of these conceptions contain the 
idea that there has been a total severance of the 


relation between patient and family at the on- 
e completely agree. 


‚ Set of the illness. With this Wi 
from the family is 


But the issue of severance 
left blurred and unclear because, We believe, the 


background of the pre-existing family life and 
relations have not really been differentiated by 
these authors. With the exception of Searles, 
most authors seem to sce the past of the family 
as an attenuated extension backwards of 
the abundant pathology found in the present, 
so that we are left with nothing to sever from. 
It is as if, before the illness, there was nothing ; 
no sense of tragedy or loss about the past is 
ever conveyed. Most of these accounts of what 
has happened at the first break, as opposed to 
' what led up to it, read like surmises. There 1s, 
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we believe, good reason for this, in that the cru- 
cial event which we shall study seems to have 
occurred shortly before the patient was first 
seen by the doctor. This event we call ‘closure’, 
meaning closure of the pre-illness relation be- 
tween parent and patient by severance. We 
find the accounts in the literature are further 
confused regarding severance because they do 
not specifically define the features of the ill 
parent-patient relation which comes into exis- 
tence following it. Bowen, for instance, merely 
regards the ill relation as an official form of 
collusion which bolsters up the pre-existing 
symbiosis which is threatened by psychotic dis- 
ruption (Bowen, 1965). Laing, representing in 
this respect an extreme version of a general 
trend in family studies, denies the very exis- 
tence of illness in the patient. Even Searles does 
not define the ill relation after the break-down 
or the change of relations which occurs at the 
break-down. 

In this paper we therefore first describe the 
ill relation between parents and patient, and 
we base this description on ‘illness’, which is 
without question the dominant issue in the re- 
lation. But whereas the parent sees the patient 
as ‘abnormal’, we see the relation as patholo- 
gical. Throughout the paper we shall examine 
the development of this pathological relation 
from the perspective provided by certain events 
in the parental histories. It is also our purpose 
to show the peculiar importance in these 
families of obtaining historical perspective on 
what is directly observable in the interac- 


tion. 
We see our stud 


the following trends in 


in the literature. Since 
bind theory was first announced (Bateson, 


Jackson, Haley & Weakland, 1956), the main 


Med. Psych. 40 


y against the background of 
family work represented 
1956, when the double 
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stream of family studies has turned away from 
developmental issues, individual traits and 
motivation, with which the earlier family wor- 
kers had been more concerned (Tietze, 1949; 
Gerard & Siegal, 1950; Prout & White, 1950; 
Dworin & Wyant, 1957), to study the field of 
communication and interaction between family 
members (Lidz, Cornelison, Terry & Fleck, 
1958; Haley, 1959; Laing, 1961). For the first 
time some really convincing concepts of the 
pathogenicity of parental influence have been 
defined. In so doing historical factors have been 
rejected to the extent that the very obvious and 
prevalent pathogenic effect of a mad parental 
relative on a parent’s attitude to the patient has 
not been described except by ourselves (Scott 
& Ashworth, 1962, 1963, 1965). We see the 
present paper as belonging to a trend in the 
more recent literature which suggests that there 
is a need to regain the perspective that a full 
understanding of the family history can pro- 
vide (Norman Paul, 1965; Waring & Ricks, 


1965; Stebenau, Tupin, Werner & Pollin, 
1965). 


Background to this Paper 


Previously we have Studied the ill relation 
between parents and patient; this was termed 
the ‘shadow relation’ (Scott & Ashworth, 1961, 
19655). Some historical determinants of this 
relation were described. 

In the present Paper our point of view has 
been considerably changed by the placegiven to 
Positive feeling and Satisfaction in the pre-illness 
relation between parent and child. The change 
in our outlook took place wl 
families after about three yea 
elements of quite intensely po 
gan to appear between mothe 
realized that the pre-illness г 
allowed to live again. Parent 
us foralongtime how differe 
before the illness, but we h 
what they had meant until they were able to 
let the pre-illness relation live again in our 

presence. We now knew that the child had had 
a relation with his parents which had been 


nen, in certain 
rs of treatment, 
sitive feeling be- 
rand patient, We 
elation was bein 

s had been telling 
nt things had been 
ad never grasped 
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ime 
“closed” when he became a patient.* J 
taken and the difficulty in discovering t WA 
illness relation were caused by the tena Clo- 
and absolute barrier created by паси E 
sure had blotted out the reality of the от itt | 
had broken all sense of continuity Mee 1 
Both parents and patient were ies jl enuine 
Searles is the only author ip deson s. 
positive feeling in schizophrenics EU red. We ; 
to label it as the thing which is most э л 
have known this positive feeling to Ts oF terms 
tensity which dissolves the me ad The 
such as ‘compliance’ or ker ipn relation 
failure to appreciate the n whi 
and the positive feeling it may conti could, if 
is so apparent in the literature, response? 
literally reflected in the therapists since ! 
lead to a serious block in — 7 negative | 
focus of therapeutic attention en pe seve!” 
or meaningless involves collusion 
ance and closure. 


Introduction to the present study 


Our presentation throughout p^ p 
with the dynamics of ‘closure’, 


" family rê 
Which the pre-illness form of fi wt 


ed 
5 ase [ 
latio? 
finally passes over to the ipsos iem a 
develop the following formula 
closure: 

In our research families, ane px a ne 
to have had a history indicating easo 
Symbiotic relatedness and for this E the о 
more involved with the patient th. i 
Parent. These are termed the “in 


е 


| 
| 
: | 
the 1 
+ the 
f pers 
; 


he 1€ 
4,1 
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‘other’ i 
К. lih Po respectively. ‘Involved parents’ 
ely to have experienced, through in- 


. Sanit E Е 
у, death, or violent discord, а drastic form 


of i 
E pcd from an emotionally significant 
Pu elie ine parents have suffered fewer 
iad dices us which have been by insanity 
fmm 5 у. These experiences lower 
т» de threshold of anxiety and pain 
dnd ur 2 ration through insanity or death 
same time make him dread and anti- 


! cipate it. 


Ў 


with the child before the illness. 


| | occurred in one or sometimes 
Ł of three ways: by the death 


| by the parent as : 


Кее case of parents for whom irrecoverable 
hune kd in a close relative has been the domi- 
ices perience, the pre-illness relation be- 
си vers and child is likely to have been 
же оп the expectation of insanity accom- 
it’ the by a high level of free floating anxiety 
lan parent; positive feeling in the pre-illness 
ar os is likely to have been denied, in spite 
yis ite intense preoccupation with the child. 
"weinen is most likely to occur if the rela- 
ses psychosis occurred when the parent was 

y young, or, at the very least, before the 
patient's birth. 

There is a second group of families in which 


the parents have been in a positive symbiosis 
In these cases 


he parents have 
more than one 
of a partner with 
as been in a Sym 


the separation experiences of tl 


whom the involved parent h 
biotic relationship; by insanity in a relative of 
the involved parent, the insanity having oC 
curred when the parent was an adult and 
usually after the patient's birth; or by an ex- 

erience of insanity in a relative of the * other", 
not the ‘involved’ parent. Separation by the 
otic partner concerns only the 
ts. The effects 
ar to be 


roups of par! 
he child are regal 
hat à catastrophic 
At this point the 
r-all attempt never 


ance in t 
evidence t 


urring 28411: 


event is OCC 
and-fo 


parent makes a once 
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rig ering ане uie 
: . of the symbiosis 
is then changed. Henceforth, the parent per- 
forms a ritual of concern for the patient, à 
hollow facsimile of the earlier relation of jien: 
tity in the symbiosis, but, at the same time, con- 
ditioned by the particular traumatic separation 
suffered through a relative who may not have 
‘come back’, the parent has a firm conviction 
that the patient will never recover. 

The presentation of the material is ren- 
dered difficult by having to describe first what 
came last in the sequence of events in the 
family, that is to say, the family situation when 
madness has already become established in 


one of the children. 
We started by exp 
lation because it wa 
families presented to us 
and even years of trea 
Eventually, we came to conceive of this rela- 
tion as being organized around a basic struc- 
tural feature we call ‘identity /disconnexion”. 


loring the post-closure re- 
s the only relation the 
in the early months 
tment and research. 


Identity]. disconnexion—the structural and con- 


ceptual basis of this study 
In a hypothetically pure symbiosis, th 
artners do not relate and they cannot separate. 
They have to be ‘identical’ or they split totally 
apart. They are ‘totally in’ or ‘totally out’. 
This study is centred on a history of this pat- 
tern of family relatedness and of some of the 
factors which can dangerously intensify it un- 
til it reaches the critical point of closure. Fol- 
lowing closure, the two partners relate as if 
they were ‘totally out’ and identical with each 
other at the same time. This is the form of the 
ill relation which we call * identity/discon- 
nexion’. In the individual patient it can as- 
hat will be familiar to anyone 


sume a form t 
who has worked with schizophrenics. For 


example: 


e two 


o had a good capacity for visual ima- 

ery Was asked by one of us if she could imagine 

her mother. The patient closed her eyes and de- 

scribed in detail the image. She was then asked 

how she came to be looking at this image of her 
8-2 


A patient wh 
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mother. She said that she just happened to be look- 
ing at her. We pointed out that it was at our re- 
quest, and she eventually admitted, ‘Well I did 
feel a slight wind brush past my left eye." (We were 
sitting on her right side). She denied the ob- 
vious and direction connexion between our in- 
fluence and her response to it (— “disconnexion’). 
She could not admit relationship, but at almost 
the same time she was unable to realize separation 
—that we had, for example, been late in seeing 
her for reasons quite unconnected with her 
(=‘identity’). The latter, whilst amounting to a 
delusion outside the family, can, along with the 
former, be very nearly true in the family. In the 
family, ‘disconnexion’ expresses the parents’ view 
of the patient as ‘ill’, mad, beyond human in- 
fluence or concern; but at the same time they may, 
as in this case, make themselves into mirrors of 


the patient's minutest needs, assuming an *iden- 
tity’ with her. 


The concept of closure is based on the 
general property of symbiotic relatedness: 
that once a partner is ‘out? he ceases to have a 
personal identity in the eyes of the other. The 
disastrous experiences of Separation in a 
parent’s past, which so often had been asso- 
ciated with ‘no return’, lead toa parental ‘set’ 
of fearing the worst, whereby the patient, if he 


Commitment and sources of data 
The data used in thi 


family averaged twenty- 
period for working contin 


was about 24 years, but many of the families 
have been ke 


years. 
Twenty-three families were Studied. The 
average age of the patients was 26 years. Nine- 
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teen patients were women, four Were 2 
More female than male cases were studie ita 
cause our area of responsibility in the hospi", 
concerned was mainly female patients. i 
found differences between families poe: r 
female patients, but these do not affec 
thesis of this paper. 

The initial six patients were chose 
patients. These six were selected m: have 
ego-boundary phenomena which icd The 7 
been more common in paranoid patien iex 
remaining seventeen patients were Mer next 
random, any vacancy being filled Ру arents. 
schizophrenicadmission withavailab P ervice 
The hospital concerned is a пи catch- 
hospital taking all admissions ice 
ment area. No parent refused to part! killed 

In 5 of the families father had an ypatio® 
occupation, in 7 a skilled manual occ 7 was? i 
in 4 father had clerical work, in 3 BOR a d 
director or owner of a factory or busin? 

5 fathers were professional men. m 

In exchange for their value to selve to 
search, we undertook to commit im s irre?" 
help the family according to their n€ arch ЇЙ] 
pective of the duration of our 150 | 
terests, , 

The remainder of this paper іѕ PT 
three parts. In Part 1 we examine um 
of closure and identity/disconnexo? c the | 
We relate certain historical events ness 
Parents’ histories to closure anc re 
relation by tabular and descriptive r é 
tions of case material and by statis eee 
nation of the relationships among pe 
selected for study. Part 3 presents à 
designed to illustrate our method > 
and to show in greater detail the inte 
ships among the variables involved- 


n from in- 
certain 


sen 


the il 


rel 


ХОТ 
ONNÉ 
Part I. CLOSURE AND IDENTITY/DISC 


The shadow attitude : ili; 

In general we term the relation base arent 

ness the ‘shadow relation’ and nt » 

attitude to the patient the ‘shadow 2 w relatio" 

describing the structure of the shadow”. gen 
We focus first on ‘disconnexion’, then 
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pid, and finally on both together and their 
erivation from the act of closure. 


On first going into these families in 1959, it 


wasi à 6 : 
as impressively clear that the existence of ill- 
very issue in the 


ness (madness) dominated е 
life of a family. We therefore started our study 
by describing the forms of relation between 
patents and patient which were centred on ill- 
ness, This was necessary since the ill relation, 
| perhaps because ofits very obviousness, has not 
been properly charted and described. We used 
the terms ‘shadow relation’ and ‘shadow atti- 
tude’ because any response of a parent to the 
patient had close behind it (like 2 shadow) the 
parent's view of the patient as ‘mad’; the pa- 
tient’s behaviour was repeatedly treated as 
meaningless. This changed real issues in the 
relationship into unreal shadows. The term 
‘shadow?’ was also used because more than 
half the families felt themselves to be under 
the shadow of dread of having ап insane 


ancestor. 
On meeting the family toget 
conversation. 


find no ordinary Every issue 
spoken or more often unspoken points to mad- 
ness in the patient. The atmosphere may be one 
sf reservation and suspense: like an emotional 

- nolding of the breath. Their attitude to illness 
D which contains this tight circle is related to the 
) general social attitude through the ‘stigma 
which profoundly influences the families’ post 

' qon in the socia hereas there are 

ositive aspects inou attitude to men- 

ili itude 15 exclusively 

i y which is 

d unrelated 


her we often 


ill. The rigidity im 
expressed if the 


was at one time? . 
mother, who replied, 
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not feel that it is a good sign. I believe that it is 
only the progress of the disease.” The mother 
meant that the patient seemed better because 
she was more deteriorated and so would suffer 
less and be less disturbed. 

The unrelatedness of parent and patient 
could result from a disease process that des- 
troys faculties in the patient. There are in fact 
areas of a patient’s personality which in our 
experience have never been available for rela- 
tionship. At certain times and in other areas, 
however, all our patients could sensitively per- 
ceive and relate to others. The occasions when 
they did so were usually soon followed by 
severance of these alive bonds of relatedness 
and perception either by the parents Or the 
patient or by both. The relationship then at 
once reverted to ‘illness’ in the patient. The 
severance of relatedness is clearly an act, in- 
volving collusion by both sides. It creates and 
maintains the shadow relation. For example, 
one of our patients, Paul (family 1), was ca- 

able on one occasion of saying to his mother, 
‘Don’t look at me like that,” very tensely. Soon 


after he said, ‘What’s the matter with me, I 
must be imagining things.’ Then he com- 
plained of electrical disturbances in his head. 
To our view his perception of his mother 
ersecuting him had been correct, but follow- 
ing Paul’s severance of his perception, the dis- 
turbance which mother’s persecution had 
caused in his thinking plus his own anger about 
felt as an abnormal disturbance in his 
worth, 19655, P- 100). 
ndition instead of a 
He is not even seen 
nother. This is not 
ny sense of 


it were 
head (see Scott & As 
The patient becomes а со 
регѕоп relating to another. 
as an ill person relating to апо 
a question of misunderstanding ina 
the term, for the patient is not seen as obscure 
or incomprehensible and so requiring COM- 
‘on, but as alien. In this way the shadow 


Jutely inhuman. Both parents 


attitude is abso | ; 
that there is any real relation- 


‘severance’ for the act of 


We use the term 
ationship between parent 


cutting the pond of rel 
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and patient, and the term "disconnexion" for 
the resulting state of alienation. Disconnexion 
is a general term; ‘closure’ is a particular 
term for the major disconnexion that takes 
place at the first break-down. 


The shadow attitude and personal identity 


The rigid, unrelated view of the patient's ill- 
ness described above could be disturbing to 
integrated persons; to the schizophrenic, with 
his vulnerable hold on his personal identity, it 
can be disastrous. Especially is this so because 
in the severance of relatedness in the shadow 
attitude, forms of relationships are not dis- 
tinguished from the persons relating. The atti- 
tude is not only closed to relationship; it is 
‘anti-identity’. The shadow attitude means 
condemning a person to non-existence. The 
following definitions of our terms are there- 
fore closely tied in to Personal identity and to 
ego functions: 

We see the patient as having a crucial de- 
pendence on a ‘particular other(s)' for the 
maintenance of his identity and ego functions. 
The bond to a particular other we call a ‘link’, 
It is easy to know who are the particular 
others; the patient can seldom move far 
from them. In all but one of our patients the 
parents held central place as the patient’s 
main identity givers (particular others). Out 
of 23 patients, 17 had never left home except 
to be in hospital; the 6 others had married but 
5 marriages broke up, the patients returning 
to live with the parents. 

This dependence is mutual. Before the illness 
the ‘involved’ parent may also have been de- 
pendent on the patient for maintaining his 
identity as ‘parent’. (See Scott & Ashworth, 
1965 b. The ‘axis value’ expressed the patient’s 
role as identity-giver to the parent.) 

Disconnexion refe 
link. Following the 
personality which were sustained by this area 
of relation cease to 

become part of the ensuing disturbance in the 
patient, which is seen by the parent and felt by 
the patient as an insane inner State in the 


* 
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. ү f 

patient; it becomes part of the ‘shadow 0 
insanity’. * О. 
" Links are the lifelines to the patient’s Es | 
and being in the world. SUME d prac- 
strength ofa patient's links isa crucia € E 
tical everyday issue. When some pa " a 
cape from hospital one knows they w ut the 
back. One does not think of sendinga eel 
police. There are other patients who -— 3d 
the links to therapist or parents. They hicallj 
come back. They may get lost БЕРН it 
but the real fear, if one has had c" per 
with them, is that they will become or a 
sons, that is, go right out of n 
deed is the parents’ source of deepest PE 
dread. Through some patients whom sion 
known well, we have ourselves had erm ex 
feel this loss of recognition as a pti e 
perience, and can sympathize а 
parents who, at the first break-do d к 
never to risk being humanly ve oe, 
Just as with severance in the post-illn i 
action, closure at the first Miei 
act. Parents may be quite aware oft n 
when they could stand it no mage ey 
‘hard’ (see families 6 and 9, pp- са 
deeper question is how parene s 
‘hard’ for years. Human relate 
never be resumed. 


dec! 
gain 
nter- 
is а 
men 
t 


"T r ral 
Motivation for * closure"—genera 


In those sectors of their ae 
‘links’ of dependence are crucia = 
involved parents cannot separate e 
only sever. We here consider an asp , 
immediate motivation for severan cerni 

The whole family suffers angel с «stigm 
its sense of identity through the soc! a Т 
and its attendant feeling of y nah threa* 
volved parents suffer a more int jety felt 
through an internal source af a involve 
‘dread’. This is really anxiety pom J no 
Parent has about his own mind— ay 

* In this respect the ‘shadow of P ein 
the peculiarly schizophrenic qu. e 
Shadow of a person who is not there 
of ‘nobody’, 


here th? 
identity? 
they 4? 
ct of t 


has 


Closure at first 


ave a high degree of 
rents, they may 
*, This anxiety 


mal?” Involved parents h 

anxiety, higher than * other’ pa 
i be widely known as * wOITIETS 
in the core of their own beings is usually found 
to be connected with unresolved anxiety at- 
taching to those past events involving special 
forms of final separation." In line with this 


anxiety about separation, We basically see the 
involved parent employing closureas a defence 
б mechanism against the fear of suffering а mor 
j tal emotional wound fi 

with whom there is à 
Which is also deeply fe 
ever, more obviously employed against doubt 
and unbearable anxiety practical pur- 
poses, it is the relation of closure to persecu- 
tory anxiety that cerned to establish, 


because, within t 
(see footnote), persecutory anxie 
variable; fear of a mor 
. not. 

Involved parents are «gisaster-minded . 
They fear the worst’ in advance 50 as to be on 
the safe side’. This can be à deed 
а normal type of defence. To а certain extent 
it puts a person outside the reach of events; 
г n than has 


othing worse can 
din 


longing for closeness 
red. Closure is, how- 


use this defence. 
the identity of a ch 
closely reflecte 

itis not only possib e to 
but actually to bring it 
ases in which there is € 


ild who 
t’s hopes 


95), which, let us assu 
ts be too serious the € 
of defence cou e W 


led ‘persecutory anxiet 
robably essentially 51 


» ` 


d to an 


Tm is P 
lian, in that it is persecu [o 
orm of anxiety which can 182 
‘the fear of it- But we con 
pect of this anxiety Wh! 
yery manifest. within these 


schizophrenic break-down 
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ѕеаѕе`; they could, by exaggerating its symp- 
toms and by extending the ego impairment, 
be indistinguishable from it. This defence 
could produce à facsimile of the ‘disease’ in 
which a limited became à serious defect. With 
vish to indicate that we have 


this statement We V 
particular reason to leave the nature of the 


basic disturbance open to question. 

The manner in which disaster-mindedness 
operates in the interaction is most likely to be 
a reflexion of what occurred at the original 
closure when the parents first shut their minds 
to recovery i tient. The interaction is 


n the ра 
closed to real life and relationship because the 
parents are no 


t able to risk seeing improve- 
ment in the patient, as has 


been described in 
connexion with rigidity and the shadow atti- 
tude. The general form this defence takes in 
the interaction We prefer to call *premature 
closure". which has many particular forms (see 
The interaction is commonly 


premature closures’, 


in the sense that any rea 
hown by anyone which could 


de of relatedness is closed be- 
lace. It is closed by statements 
ich draw ОГ imply a con- 
out engagement in the inter- 
of actual relationship. Just as 
y *worrier' keeps à set of reserva- 
is sleeve’, which, like a bottle of 
nip anything in the 
romising'. disaster- 
iness just such a 
about the patient—@ permanent 


reservation = : ) 
i ‘insane’. This 


reservation that the patient is 
ion, which we call the ‘shadow of in- 


ri directed specifically against t 


lead to an episo 
fore it can take P 


о 
clusion, with 


spended as they await 
description it may be 
illness interaction nobody 
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actually talks to anybody else. They may = 
fragments of what another has said to hide 
themselves behind. It can truly be called 
* interaction’. | 

p picture it can be seen that the in- 
teraction is circular and solipsistic, and that 
events both within and outside the interviews 
get blurred and unreal. Furthermore, the 
severance of continuity with the past has often 
resulted in the patient losingchunks of memory 
for his dead past. From inside this situation it 
is most difficult not to assume automatically 
that things have always been like this. We 
found that the best means of gaining a stand- 
point outside this system, both in research and 
in therapy, is to get the participants to estab- 
lish connexions with events in the past which 
have really affected them (see Paul, 1965). This 
is a good way for the therapist to discover that 


tenacious and often ill-defined block which 
we have termed ‘closure’, 


Closure at the first break-down 

The interaction pattern accompanying the 
shadow relation which has just been described 
is, in a word, characterized by ‘standstill’, an 
arrest of all on-going life and relationship. 
Standstill is graphically expressed by some 
patients, * The clouds stand still in the Sky, the 
air does not move, everybody is going mad." 
' People no longer talk to each other, they sit 
and listen. There are only voices through the 
wireless.’ The standstill results from the sever. 
ance of the links of dependence and recognition 
between parent and patient. We will now move 
back to the time at which we believe this type 
of relatedness was first established ; that is, to 
the first break-down and the closure by sever- 
ance of the pre-illness relation. Following this 
closure there is not only an arrest of the 
patient’s life but also, as we shall describe, a 
standstill and paralysis of substantial areas of 
the family life too. But the central issue in 
closure is that human relatedness between 
parent and patient may never be resumed. 

It may have been noticed that we treat the 
‘first break-down’ without reservation as a 


clear-cut event. АП оа two of our patients 


я 
ae x 
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eor 
first came to treatment as the result асо 
less violent crises: sudden rege or ity 
a parent (usually the mother), vio icidal at 
rational behaviour in public, a su eriod 0 
tempt. In two cases this had led tial toal 
psychoanalysis, and in one case to atient WaS | 
child-guidance clinic, before the Ps smith, 
finally admitted. The oy Жа onck- | 
Pumphrey & Hall (1963) and admission to 
Brown & Carstairs (1964) about а ours here 
hospital by crisis are identical rs crisis 00 
The two cases that did not come © was {0 
came from families in which fat Mae 
involved and more pathological P^ crabe 


ег 
nsi 
^ ae , een СО ng 
eight families there had eon being WI? 


nths 0 


passivity (2), incest (1), 
accessible rages (1), but no tre yas ev 
vice had been sought. But ee an 
that parental anxiety about this festi 

led to a series of steps ipe" w^ areas 
parental withdrawal from grs child. 

to become preoccupied with th! 

to ultimate closure. 

The most obvious reason for 
admission by crisis is that н 
reason of their high persecutory 
unable to stand being ш, cou 1 
asking for help. (Eight paren it the © 
"hire purchase’ for this ame a 
all picture provides ance 
abrupt and catastrophic anil d 
the all-or-none symbiotic pa ing ff 
appears to be based. panero eel i 
this all-or-one pattern, aei eT 
act of treachery and murder шей t 
for getting their child com agli the! 
of outside authorities. i will thin 
commonly fear that the m finishe 
they have had him ‘ put rai end orí 
(as he often does) or that he W! sis 
to kill them (as he rarely does © epa 
deed). The parents abdicate ^P e ON 
behaviour invoke outside 1" attern 
it is an inherent part of the d in 
crisis does not reach the stag 


this 
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closure has already 


outside agencies until 
nce suggests that clo- 


taken place. (Our evide 
‚ sure is likely to have taken place on the same 
day or a few days before help is sought. (See 
data on families 6 and 9, РР. 127, 129.) By the 
time the psychiatrist sees the patient, closure 
has already happened (Friedman, 1960). The 
first * diagnostic" interview is often merely а 
ritual confirmation to parent and patient of 
N what is a foregone conclusion—that 
happened’. When Paul (family D. а 
-long but secret training for his vocation as 
‘mental patient’, suddenly nced that he 
was turning into an { 
mediately removed, except 
mother could not firmly be 
|. less another confirmed her view. 
mother the first interview Was an О 
firmation of the location 
mad brother) in Paul. 
quite often describe C 
of it. In the following example 


(family 2) whom We know Very 
tions behind th 


™ gives the assump 

\ M сены to mother: ‘When did you 5 
pe?’ 

* Almostat once [firstacute bre 
knew she would not recover, 


nined it should not happen: 1 
;nyself believe it. T nursed her night and day to 


prevent it." 
The mother trie T 

“the worst’; she then t 

oj the conviction 5 

er daughter, 

+ \tient. In the ensul 

social li 


akat 14 years]. 


їп whe same hos! 
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tural pattern of identity/disconnexion. So far 
we have concentrated more on ‘disconnexion’ 
as we have found it in the family, and we have 
ated it back to the major disconnexion 
which we think occurs at the first break-down 
(closure). The ‘identity’ aspect of this pat- 
tern is now developed under ‘parental invest- 


ment in the patient’. 


rel 


Parental investment in the patient: the post- 
illness form of symbiosis 
ng while now we have kept our eyes 
open at interviews for certain categories of in- 
formation to make comparison between the 
eriod before and the period after the illness. 
Central in this has been information about the 
amount of time the ‘involved’ and ‘other’ 
arents have spent being concerned with the 
child or the patient, as opposed to other rela- 
tions in the family, and to social relations out- 
side the family. The following picture applies 
more to involved parents: 

When the ‘child’ first breaks down, he be- 
comes as a rule the centre of a peculiarly in- 
tense parental awareness. He becomes the ob- 
ject of parental scrutiny, usually silent and 
oblique. Before the break-down he is likely to 
have occupied more space with one or occa- 
sionally both parents than have his siblings. 
After it he will, in 19 out of 23 families, occupy 
even more space with the involved parent. The 
involved, and to а certain extent the other 
withdraw from other areas of life 
ves more than before on this 
atient. The parental invest- 
in there now coming into being a 
ization which is built round the 


he madness in the 
to the 


For a lo 


ing her sick child 

it herself with some devo- 

will through her feelings 

ill probably be guided 

if the child's survival is in ques- 
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tion. In the shadow relation the *involved . ient relation: a syne 
parent' is devoted to the patient, but in the The ‘involved parent'—patient relation: 

deepest meaning of disconnexion does notcare biosis 
for him. Instead the ‘involved parent’ per- 
forms a ritual, the ritual of the parental in- 
vestment system. The ritual seems designed to 
stay the dread the parent feels for having the 
Secret conviction (in the felt sense of having 


the patient. will 


The ‘involved parents’ do it all fon 
Patient; they cannot share the patient. life, 
patient becomes the centre of the parent Eo 
the raison d'être of the parent’s WU 
Which is now crucially dependent on E “ist | 
tient. How the patient was on the las more 
determines how the parent feels. This 18 may 
common in the ‘involved mothers’ but may 
also occur in the ‘involved fathers’: e 
be continuously preoccupied d y 
the patient with an intensity not ni hall 0 
the years, This worrying seems to be the con- 
the belief that if they were to interrupt ient, 
tinuum of their thinking about а жЕ ; 
patient would get lost. This is P con- 
patient relies on someone keeping Ба seen 4 
| tinuously in mind. This reliance pet 0 
» Social life, etc, by carefully observing a patient's fre yenture 
Movement. He is usually unable pA the 
much beyond the parent’s mind (a raphica 
mother in this case) in terms of the geog 


= pag M 
Inuation of her area famili i f and mother ( th 
Statement about ‘closure’,) 1 miliar fa IRIS 1 arent ha e 
cutar other). It is as if the P ross 

The mother arran 


ent € 
: atient's m; at if the patien 
ged her whole life round her i ne see shes de es 
"In case Grace needs me. this boundary into other d d 
me. lationship, he risked losing his grins 
and interests 4 ain— My ia Hee "appen, Оце ather rie ha i 
red any fu- SYMbiosis is the cry of ск toG will Fr 
80 on coming as long from no less than 11 parents: ariously], he 
not need me Реп to X when I am not here ү "M. 
UN. SO Temember him. if he needs me hat 
Visiting da y А Дат 
/ g days were the focus of mothe; never crossed such parents we over 
Other parent might be there to a 
burden. Neither could the “patient Wi 
che, = the рай on 
pt her continuously = esponsibility for Ё p she co d; 
iour prevented a rituaj therapist; as one mother put It, with 
€a, the mother assumed a shelve it’, (M., family d, —_ the 
‘suppose that bility to share the patient Ee facets of 
nthus since being indebted to others. Both aa feels tha 
the moment of Grace down. The attitude through which the paren treason 
-Iwascom. be responsible for seeking ne ^ 
way I shall act akin to murder. This is ые б 
he was behi Ps 2 
Seres. i dead. behind the parents’ ‘under-rep 
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symbiosis as the natural mother-child rela- 
tion. In schizophrenia he finds that there has 
either been a prolongation of this symbiosis 
so that mother and child never achieve distinc- 
tion from each other; or the symbiosis failed 
to become established owing to ‘deep ambi- 
valence’ of the mother (pp- 321, 498, 524). He 
does not describe the difference between these 
two possibilities, which we shall have occasion 
to develop. The original *pre-ambivalent- 

tively described: ‘this deli- 


symbiosis’ is sensi 
ciously satisfying unity 50 guilt-provoking (in 
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crisis which impressed Brown in the Wing and 

. Brown survey. (See Brown. 1966.) 
n avoid misunderstanding of o > 
ion of ‘parental investment” we must point 
out that recent surveys on the effects on the 
family of discharging schizophrenics home are 
based on the standard medical assumption 
that an illness in the patient is responsible for 
. the family suffering distress: hence they only 
i collect data relating to the effect ОН the family 
of having the patient home (see Monck, Car- 


Stairs & Wing, 1962; Monck, Brown & Car | 
stairs, 1964; Wing & Brown. 1965). We can- the transference)’ (chap. 18), in which he and 
| not emphasize too strongly that the parents’ the patient became all in all to each other. But 
| Withdrawal from life and social relations (in- the ‘fall’ is forever near, the opposite to this 
cluding withdrawal from each other) both in- wonderful state is murder. Because both 
Side and outside the home occurs whether the parent and patient fear loss of individuau; 
3 patient is in hospital or at home. The be- the symbiotic state is denied, ‘those deeply 
"' haviour of the patient at home can cause great denied positive feelings of the mother and 
distress and anxiety but this 15 uite secon- child are the most owerful determinants of 
à dary to the major issue of the life the parents the relationship and the illness (pp. 221. 226, 
have denied themselves: Feeling entitled to no chap. 10). It was Searles s valuation of posi- 
—. Satisfactions for themselves: they may omy tive feeling 1n the d ШП даре to 
allow themselves recreation if they know that open the door to our Es erstan ing o! а pur 
the patient is also епјо ing something; thus breakdown relation e wn parer an m * 
their denial of their OW life may be greater Searles also ES ice ear = punug e 
When the patient i$ in hospital. The compat! ‘totally in’ or ‘tota FA EA m ee i a e 
son дш pe data based on family life when biosis (see Pu : ур з c Ad 
the patient is in hospital compared (0 ван d poete in this ‘dee 
life with the patient at home бен 5 P 
Some general structural features of уш ji following is our own list of features of 
tic relatedness are NOW outlined to i ero ewe 1 s which we shall be usin 
andi ns IMs intense symbiosis can also symbiotic re а e SE ыры g 
сора how gedisconnexion + this forms as indicators tha att ua rial — 
the Ger of our ВУР thesis relating fimi "Am adi с А8 у у 
Structure to the historical oyente tonne (2) The survival of the one depends on the 
Separations) and to closure other—as а person and perhaps physically 
«what will happen to X when I am not here? 
Js. general features We once asked а mother (family 20) what 
Symbiosis: : rold Searles for our would have happened if her daughter had be- 
E pus iig "ficance f symbiotic с in hospital. She replied, ‘Td be 
andin ж" " 
relatedness in chizophrenid- His pieno а VO) Jt is a total and exclusive relation, 
к Schizophrenic ап is V one. тпа у transfer- though some areas of the personality may not 
from individual therapi | уе have foun! be involved. If there are free areas, these have 
able to the family situation aan no relation to the symbiotic area. 


16 


| Searles (1965; P- 321) sees the origina 
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1 of the 


(4) There is no such thing as natural separa- 
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tion or objectivity; separation is an act of vio- 
lence, ‘Mother was cut away from me when she 
died’ (M, family 8). 

(5) There is a blurring or absence of boun- 
daries between the partners. Each forms the 
centre of the other’s world. As the one is so 
does the other feel. 

(6) The total dependence leaves each mor- 
tally vulnerable to the other. 

These may also be the features of the 
‘natural’ mother-child symbiosis, except that 
in the ‘natural’ form there are not only the 
anxiety-provoking aspects listed above butalso 
positive and satisfying features which make 
growth possible. The positive aspects are also 
missing in the ‘involved parent’/patient rela- 
tion (Mahler & Furer, 1960). 


The origin of * identit 'V[disconnexion" 
through closure 

In identity/disconnexion the two partners 
seek to be ‘identical’ instead of “identified ’, 
and they sever instead of separating. The 
following is an example of the simultaneous 
Occurrence of both aspects in the interac- 
tion: 

Family 13. The patient, Gillian, actually repre- 
sents her dead sister to the mother. The mother 
Says, ‘I know just what Gillian feels, I know all 
her moods, she tells me everything. I can see it so 
clearly as I talk.’ As in many ordinary symbioses 
the mother lived by ‘proxy’ through the patient. 
But, in the same breath, she said, ‘Gillian is like 
this’, i.e. quite mad. The mother was “totally in’ 


and ‘totally out’ with the patient at the same 
time. 


We see this pattern as based both on an in- 
ability to separate and a fear of closeness in 
relationship, as being a denial of all human 
relationship that has existed, as a denial of the 
existence of separation through the denial of 
relationship, as an expression of total closure, 
and as a denial of the act of closure. We re- 
construct our impressions of the origin of this 
pattern from the ordinary type of positive 
symbiosis as follows. Let us take the simplest 
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case of those mothers who before the illness 
had been in a positive symbiosis with i 
child. This symbiosis can contain deoppas ty 
feeling; for instance, the mother of family г 
said, ‘Janet completely adored me," and ee 
four years treatment we found that she E 
Speaking the simple truth. Janet really 4 
adore her. But before the break-down this ж 
other mothers seem to have lived as vx 
Separation did not exist. Nevertheless it ce. 
exist as an ever present threat felt as iei 
This ever threatening violence actually ta е- 
place with the separation which commonly Pi 
cedes the psychosis (a boy friend, or ` Hem in 
answering back’). The violence ong 
this separation causes excruciating hurt. "ing 
mother, unable to stand this hurt, stops nin 
for her child. Now, instead of gumene ta 
hurt of separation, she severs the hae 
by a secret act of violence (= повно nce 
Separation is no longer a threat. The „асе 
is felt as final: the patient will not pw 
the price of this defence is that the mother ild’s 
not see her child, or cannot see the chi or 
image in his absence (severance is ene : 
annihilation). Instead of the image pr 
hole left by the severance, and, in place 0 the 
child’s image, there appears to the mother "s 
shadow of absolute condemnation of Here he 
existence. The child has been condemned P st 
is condemned. The child is now SEED nte a 
or dead person for whose seii ps a 
human being the parent has made won an 

ponsible.* The mother, stricken with drea king 
Built, tries to re-create the child ie en 
about him continuously— What will Барр 
to [X] when I am not here. . .?’ This appea the 
the interaction as an attempt to ee 
symbiosis on a false basis by assuming um dé 
mile of identity. In the extensive шаш 
scribed under parental investment ana icd 
is made to ensure the re-creation of с ye 
biosis by ‘doing it all for the patient’, by а 
wou 


rents 
* We are convinced that these parent: he ill 


react in this way no matter pon con 
ness be an organic or functional one. in eithe 
Sequences could be equally disastrous i 

case. 
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coming a reflexion of the patient's needs 
(Wynne et dl. 1958; Balint, 1963).* 


PART 2. THE RELATION OF HISTORICAL EVENTS 
IN THE PARENTS' FAMILIES TO PARENTAL 
ANXIETY, CLOSURE, AND THE 
ILLNESS 


The experience of madness їп а close relative 
isa catastrophic event. In our research parents, 
who may have had several such experiences 
with ill relatives, the first occasion of the ex- 
perience seemed to be the determining one. 
This is therefore called the ‘first experience’. 
The first experience can effect a parent's per- 
sonality with a rigidity and a fixation which is 
so great that it is in effect also the ‘last experi- 
ence’. The event has become decisively and 
permanently imprinted ina parent'slife. A first 
experience may occur at any time in a parent 
life. It may occur at the patient's break-down 
(7 cases), termed ‘Ist experience (patient) ‚Ог 
it may occur before the patient's illness through 


e of madness in a parent's rela- 


the experienc 1 
tive (16 cases), termed * Ist experience (rela- 
штей through а rela- 


tive)’. When it has occ 


* (1) Our relationship test (Scott & Ashworth, 
attern. The parent sees the 
shadow in the patient (shadow = condemning to 
non-existence), but fears that the patient sees it A 
him the parent (=shadow 0 condemnation © 


i i arent in the pa- 
the istence seen a 7 
ipei parental in- 


tient). This threat is С i 
к any sign of condemnation from 
the patient is seen by t 
the patient collude 
schizophrenic irony, 
it all for him’. 
relation were ‘normalized’ b 
out of it, one form cou 
in face of real (covert) ; ape айу" 
think that concepts $ h seudo- 

make adequate distinc! 


situation because they 18С | 
‘illness’ in the relation. (3) Identity, 
*do 


: Ч uble binds’. It con Г. 
is a major source О c for © onceptualizing 


vide a prototype structur : 
that pul of relatedness: See Scott & Ashworth 


(1965 а). 
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tive, it seems to have been the ‘last experience’ 
in that nothing further can happen until the 

atient becomes an expression of this arrested 
and unrelated parental life at the first break- 
down. The original relative’s illness may have 
affected only a sector of the parent’s life, the 
parent retaining an on-going life in other areas 
such as a job, social life, marrying and havinga 
family which may be different from his or her 
family of origin. It is at the patient's break- 
down that a parent's life may become totally 
arrested.” 

This drastic type of first experience with a 
parental relative, other than the patient, we 
abbreviate as HIST. The effects of a HIST lead 
a parent to force the patient into the pattern of 
the ill relative; the criteria for HIST have 
therefore been taken from indications of this 
happening in the interaction. For statistical 
purposes more black and white criteria are 
preferable. Bott has suggested that if indeed 
a HIST affects a parent by social conditioning, 
illness in a parent's close relative should be the 
best indicator. Taking the patient as the point 
of reference, the close kin of the parent, as 
given by Bott (1957, and personal communica- 
tion), are as follows: parent’s parents, parent’s 
children (thatis, the patient's siblings), parent's 
spouse, and parent’s siblings. Owing to the 
close connexion of closure with the first in- 
volvement of the family with outside agencies, 
we specified that to qualify as а HIST the rela- 


tive's illness must have been psychotic and 
ychiatrist. 


have been referred to a PS. 
Using these criteria there were 16 HIST’S 
(15 families).T There were 7 other cases of 
arents having ill relatives which did not fit 


these criteria. These include: psychotic illness 


* Concerning * developmental arrest" occurring 
at any Stage of life, in contrast to the psycho- 
analytic view of infantile conflicts stemming from 
very early life, see Gedo (1966). . 

+ These 16 parents with HIST's differed from 
the 18 with HIST's obtained previously through 
the histories and from the inter- 


material from А 
action, by only 3 parents, 2 of these being signifi- 


cant by the latter method, and 1 of the 16 non- 


significant. 
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in a relative outside the ‘close kin’ group; ill- 
ness in the close kin which was psychotic 
judging by the relatives’ description but was 
never referred to a psychiatrist; and non- 
psychotic illness in any relative or parent. 

Of the 16 ill relatives in the HIST group, 13 
‘did not come back’ (10 died as chronic pa- 
tients in hospital, 1 is still in hospital, 2 com- 
mitted suicide) and 3 recovered to the extent 
of being out of hospital. Of the 7 with non- 
significant HIST's, all 7 *came back ^2 a 
though 4 had been hospitalized. Thus most of 
the parents who had suffered a HIST had 
through the relative suffered an experience of 
*no return'. The first experiences in which 
these HIST's originated had occurred up to 
25 years before the patients? illnesses, During 
the intervening period the shadow attitude 
seems to have existed in potentio in the sense 
that the ‘first experience’ was also the ‘last 
experience’; the potential attitude contained 
the essence of closure. During this latent period 
the parent suffered a free floating anxiety; he 
lived under a constant sense of impending di- 
saster, from which the only relief was that it 
should happen. First doubting their own 
minds, they increasingly may develop an ex- 
pectation— They look for it in the [their own] 
children.’ 

When we came to consider those seven 
families in which there was no HIST or else a 
HIST that was not significant by our criteria, 
we found that they too had suffered an ex- 
perience of loss and ‘no return’ which they had 
found catastrophic. The most important such 
experience was the death of a relative with 
whom the parent appeared, judging from his 
description and from our experience of the re- 
lationships he made, to have been in a close 
symbiotic relationship. (Abbrev. as DOSP— 
death of a symbiotic partner.) Five of these 
seven families without a significant HIST, had 
a DOSP. For example, in family 8 a daughter 
with whom the mother had been ina very 
idealized symbiosis died at the age of 14 years, 
The patient, Gillian, broke down a year later, 
The mother related to Gillianas if she wereina 
close symbiosis with a person in this world 
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who was at the same time dead (identity 
disconnexion). The death of the qui 
partner had not been resolved by ud 
It seemed, as in other families, to have le d 
‘hole’ in the parent, a hole which ———— 
had become filled by the patient as a de 
erson. . Е 
3 Thus we conceive of the shadow relation Y 
tween parent and patientas a relation X Е 
the parent and a dead or ‘lost’ persons iin 
relationship in which the parent is деер ж 
volved. This conception fits the peran 
is-not-there quality of many schizophren! A 

In addition to HIST and DOSP we "x 
vestigated unforgiving rifts involving Tm 1 
nent separation between a parent SPUR 
parent and а close relative (abbrev. URS). y 
occurred in 12 families. There were x 
families in which it occurred on its sie aiy 
1 of these (family 23) there was an an zd 
significant first experience (rel), but it ceig 
qualify as HIST since the relative con ionifi- 
was outside the close-kin group. The күс 
cance of URS is discussed after the statis 
section. 

As described at the beginning of P 
see closure in terms of parental anxiety ae 
to separation and personal identity. wi an 
sectors of family relations, both s an 
after closure, are thought to be symbio na 
all-or-none in character. We see HIST, theme 
and URS as ‘events’ with the . - which 
of separation with ‘no return’, cs to the 
have left an unresolved anxiety remnp als 
event in the parents. These events W nt in 
seen as factors in turning the e, 
stability in the symbiotic aspects of th ^a atal 
child relation towards the pe E 
point of ultimate closure by eration 
threshold of pain or anxiety about sep i 
parent can stand. The intensification agg” 
pre-closure pattern builds up, КОШ hurt? 
vated by stress situations or metr pack 
rejections, losses, against а cons unti it 
ground sense of impending disaste f closure 
culminates in a more extreme form s; At this 
at the first break-down of the ree аб 
point the parent makes a опсе-ап 


art 1, We 
Jating 


a 2 


Closure at first schizophrenic break-down 123 


tempt never to risk anything good or bad 
happening again (Adamson & Schmale, 1966; 


. Smith et al., 1963). At this point, slight symp- 


toms in their child may lead to a landslide of 


parental anxiety. The patient gets ‘the lot’. 


Fear, doubt, confusion, become conviction 
with existential dread, as the links of relation 
are severed by a defensive act—life comes to а 
standstill. Once closure has occurred, the 
parent is seen as living his or her disturbance, 
often in the shape of any ‘events’ suffered, 
through the patient (parental investment) as 


if an irredeemable loss were involved. | 
The remainder of the section presents family 


case-material in tabular form to summarize 
information on parental involvement, paren- 
tal anxiety, the ‘events’ 


and their relati 
A few cases are presented in. 
illustrate clinically the connex! 
selected variables. Following 
of case material, the general fo 
scribed above is transl 
hypotheses which are statistically examined. 


* Historical material concerning the var- 
ables may be picked UP in the course of the joint 
therapy meetings with the family. Вузы 
history-taking WaS usua d for? m 4 
to 1 year after the start of treatment, 1n order 
avoid the great distortion 
which may occur by digs up t 
start. Information on e ‘events HIST, DOSP 
and URS could often 0 e 
from relatives or POSI ital n 
whether a pre-illne5 
inferred partly rom 

i e 
partly from direct obse! tion of th 
action. For examP ^ 1 

ioti om 

enced a strong 5Y™ otic need fr 
was taken as а 80° р o ү 
scribed in similar t° Le à 
ES dee еу an rticipants: and 
separate accounts taken from he participante» 
cross-checking the accoun 
different times- r example. a 
the father (family 16) told us he 
phrenic cousin. her 

ooled information m a ай 3 
EA picture of a series of views 15 describe 
in Scott & Ashworth (19654): 


Case material 


The families have been classified according 
to the parents” denial or admission of positive 
feeling in the pre-illness relation, as follows: 

Group I. Those in which the‘ involved parent" 
(all mothers in this group) denied that there 
had been ever any positive feeling or even 
denied that there had been any feeling at all. 

Group II. The ‘involved parent’, nearly al- 
ways (but not invariably) the mother, has been 
in a positive symbiosis with the child pro- 
longed into adult years. The parent admits 

ositive feeling in the pre-illness relation, even 
though after closure the images used to de- 
scribe the child before the break-down sound 
unreal and idealized. 

Group III. The fathers’ group. Families in 
which it was recognized by all that father and 
the child who became the patient had had a 
special relation and had idealized each other. 


Group I 

Table 1 shows that the ‘events’ are mainly 
HIST + URS, and are confined to the mothers, 
who are all ‘involved’ and with high anxiety. 
No father was ‘involved’ (though there was a 

uestion about F, family Ту, Ө had апу 
‘events’, and their level of anxiety was much 
lower than that of the mothers. 

The ‘event’ which distinguishes this group 
js HIST in mothers. Four out of the five 
mothers had been deeply involved with a close 
relative suffering from schizophrenia, the rela- 
tive having been permanently hospitalized (see 


Table 6). The mothers’ first experiences had 


occurred at, or well before the patients’ 


births, and there were few subsequent ‘events g 
тп families 1-3 thefirstexperience had occurred 
when the mother was very youn g, under 5 years 
ofage. This appears to be the most devastating 
type of HIST; no therapeutic progress was 
made with these three families. It was as if 
everythinghad already happened, and the stage 
was set for the ‘final’ eventas the stroke of fate. 
When they had their own families the mothers 
feared ‘the worst’, their minds were set ready 
to close. They' looked for it in allthe children’. 
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Table 1. Group I (5 families) 


URS (parties 
Patient Parents DOSP MIST eae 
= у= E. r 
i - - la- 
Family Sex and Rela Pa Re | 
ш birth tive ent's tive Parent's 
order Age Involved Other lost аре ill age à 
M 
1 b 2/4 17 (17) M+++ F+(—) MBro 0 MMM/M 
2 11 19(13) M+++ FH MM 2 : 
3 Е 1/1 23 (23) М++ + Absent MM 5 MEM 
4 b 2/2 1707) M+++ Fabs А В Е 21 M/ -— 
5 b2/2 28 (20) M+++ Е++ Infant 35 MSis 46 M/own fà 


f Р а ‘home’ 
* MF disowned М at 5 years as being ‘tainted’ by ММ illness. M and MBro sent to a 


MBro later became schiz. 


T Family 5 differed from the others. DOSP was the main ‘event’, HIST was secondary. 


Notation used in Table 1 and remainder of article: 


ati e been 
HIST (non-sig.) are not recorded. Only the first HIST is recorded if several close relatives hav 

ill. b 1/1 — patient a boy and only child; g 1/3= patient a girl, the first of three children. — 
Patient, age 18 (13)— patient 18 years on admission to project, and 13 years at the first brea 


The patient is the reference 


point for all named relatives unless otherwise stated. 


's mother’s 
M = mother, F— father, MM mother's mother, MF = mother's father, ММЕ = mother's mo 


father, MBro = mother's brother, MSis 


columns. PA rating is given below.t 


— mother's sister, etc. ‘other’ p 
The degree of * persecutory anxiety’ (PA) is indicated after M or F in the ‘involved’ and ‘oth 


arent 


Parent's age = Parent's age at the time of the ‘event’. 


i PA rating. Persecutory anxiety, described on 
p. 115 as the anxiety the Subject feels about being 
annihilated. In these families this invariably in- 
volves doubts about their own sanity—being 
judged and condemned. After the illness the parent 
largely displaces this on to the patient; but parents 
with high anxiety are very sensitive and will fre- 
quently take issues as having a personal reference. 
We only rate conscious or very manifest anxiety 
in the parents. Mostly they easily admit to an- 
xiety and ‘worrying’. Fathers were more difficult 
to rate than mothers; a father might conceal an- 
xiety by pressure of talk, e.g. F, family 10, had to 
keep talking for fear of going mad like his brother 
—‘who is going to be next?': this was only rated 
+ +(+) when he acknowledged this fear. Rating 
scale. + + + —severe general—in the course of 
many meetings the parent was never free from 
anxiety; + + —severe, but clear areas were well 
defined; at times we might find the parent equa- 
ble and spacious, at other times severely perse- 
cuted; +=slight to moderate but could be 
general; — =‘ordinary’, recognizing that most 
people get persecuted by worrying too much at 
times. A difference of PA rating between the 
authors of + and + + was scored +(+). 


t 
The fate of the relative had cast a amen 
shadow of impending doom over the MO ПЕ 
lives. The most constant and overwhe saw 
factor in the interaction was the way ge for 
the patient as the mad relative, ser pt the 
the same fate. Hospital notes showed simila" 
patient might indeed have symptoms 
to those of the relative. ere the 
The other dominant po eti rela 
denial of positive feeling in the pre-In€** "oe 


О: 

‚ SIS 
tion, which is the classics c which 
group I, and the denial of depen abnormal * 


tends to have always been seen as es 
Compared to other families there арр P pre 
have been some form of closure 1n there 
illness period. Butatthe ppoinll et 
was a further catastrophic im finally 
years of agony and doubt, the ата oft 
sealed by a ‘diagnosis’; a lands descend? 
mother's free floating anxiety = mandi m 
on the patient. Some group I epum n 
consequence feel better after the pam theif 
and may even expand rather than iy said: 
lives. For example, the mother of fam 
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а year. after Paul’s break-down, ‘I have not ting up the patient's boss at work with 

; worried for a long time now,” while Paul sat quiries loaded with fear of disaster. This ol 

| . incapacitated opposite. ‘Worry’ to the mother tension of the shadow system into fhb social 
meant doubt about her own ‘mind’ (sanity). field was a very potent influence in group I in 
Paul and his ‘state’ were now ‘the worry’; cutting the patients off from reality. 


| she did not worry- An illustrative example is not given here 


| 
Patient Parents DOSP HIST 
Sex and Rela- Rela- URS 
- birth tive Parent's tive Parents (parties 
Family order Age Involved Other lost age ill age separated) 
| 6 ii 18013) M++ F— MM M12 
7 gi/2 50 (30) м+++ FO MM M12 
8 3/4 26 (13) м+++ FO sis M4 > 
9 риз 2202 M+ : х . . 2 МММ/ММЕ 
P pre Е . . ЕМ F46  FFMI/EFR FM/FF 
10 g2/2 19 a9) F+ 4(+) (M dead) . . Ево F19 
11 2 6 (20) M++ + ғ MM M16 
gam 2600 p+ | ЕМ F2 i | 
12 M+ F++ . . Е F19 
g4/5 320% а E 
1 + Е—(+) А " А . Mjown fam. 
3 g3/5 250» M+(+) F/own fam. 
++ : 4 MM М 35 
14 gi 1809 м++ F* ?EBro — i 
| 15 gin 210D Mart (C suicide) Mr,M M3 МЕ 
16 gii 3000 uq Pere. uu E aos iis 
M ro 
17 g2/⁄2 18 (17) Sand ` А E £37 
li. H n n 
I t to group II, the group ] mothers since a group ] family 15 presented at length in 
5 , 
| d Vent ositive f ing and closeness part 3. 
| sar un only P wledge of what 
| with the patient. DU deny kno" ondingly the Group П 
| is in the patient's diee. is torture Group П is the most manifestly symbiotic 
| group I patients 4 silence in the patients roup. It contains all the ‘must tell mother 
] the mothers who fent mothers could not everything’ mothers 1n the twenty-three fami- 
"u to a high degree. a due patients, fearing lies. When such a mother says that she ‘knows 
ч stand ‘not knowing > m her". The mothers, all the patient is thinking and feeling’ she is in 
| invasion, woul te 4 reports on the fact being ‘all the patient is thinking and feel- 
| in consequence ot mple, they would ing’ (identity) while at the same time seeing 
patient from others. СЄ p by the the patient as mad and alien (disconnexion). 
* The opposite solution net riot Know’; ап The original positive mother-child symbiosis 
mother of family 2^ pane a has been severed and resumed, we believe, on a 
t the sa" Med. Psych. 40 


she kept away ? 
£ 9 
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false basis; but the connexion with the original 
symbiosis is often still fairly clear. At times the 
patient may still ‘Tell mother everything’. 
This attitude contrasts markedly with group I 
mothers, who deny positive feeling in the pre- 
illness relation and regard dependence as 
‘abnormal’. 

In group II families the involved parents 
admit positive feeling about the child before 
the illness in terms which are well known in 
Schizophrenic families: ' Little Gracey, a little 
princess’, ‘so good, gentle and studious, the 
neighbours said ‘‘what a lovely engaging 
child’’’, ‘the family said she was an angel’ 
(Limentani, 1956; Prout & White, 1950) 
Terms of this type are almost confined to 
group IT. They seem quite unreal and idealized, 
but this may almost certainly bea consequence 
of closure, for when closure has relaxed the 
relation can have an intensity and a conviction 
which is missing completely in the idealized 
statements (see families 6 and 9 for examples). 

In a prolonged mother-child Symbiosis 
father is decisively ‘out’. But Some fathers get 
‘in’ after the illness, which they really welcome, 
For instance, father, family 17, Speaking of the 
years before the illness, said, ‘I had lost touch 
with Gloria.’ But at the time of our treatment 
Gloria was often in close alliance with father 
against mother. In this Situation both parents 
are ‘involved’ (families 9,11, 17); in each case 
where this has happened father has had a high 
persecutory anxiety and either а HIST or a 
DOSP. The ‘other’ fathers stayed Tesentfully 
‘out’. ‘IfI do anything I get them two [mother 
and patient] at me’ (father, family 7). 

In group I the denial of positive feeling and 


closeness in the pre-illness relation is clearly 


contrast between the HIST families of group I 
and the HIST families of group II is that none 
of the group II 
early in a parent’s life. The most overwhelmin 

HIST's occurred in the group I families 1-3, 
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and they occurred in the first 5 years of the | 
mother's life. : 


Family 6. John 18 (13) years. 1/1. Involved 
parent: M. PA: M+ +, F- 


This isa DOSP family with a clear history d 
mother-child positive symbiosis. In the fol " 
ingreconstruction of the historical backgrou y 
to ‘closure’, DOSP is the main factor, AIL 
lationship features in the reconstruction S 
based on what we directly observed in on 
teraction, including the positive pees 
symbiosis which gradually came to life a 
3 years therapy. 


= 


Mother's family 


e 

(a) URS. Mother’s parents parted wi 
She can remember, for good. MF died an | 
holic when mother was 9 years old. 

(6) DOSP. Mother (M) brought up by ОУ 
parents, but was regularly visited by M alized 
whom mother maintained a Very -— ve 
Symbiosis (identified by it still being acie 
in her feelings). MM died when M er 
Years—'] felt I had no one else in ore Моше i 
wanted to get into the grave with her. viron 
was then moved to an entirely new en m all 
ment with an aunt. She ‘felt different ата 
Other girls’ in having no real home or pa 


by foste! 


Father’s Jamily , 
(а) URS. His first wife divorced him 
violent quarrels. 


er 
after А 


Present family tient 
(а) DOSP. Second son born when Р at 
was 15 months old; found dead in ва com 
5 weeks old. This deeply affected or is 
plicated by her having wanted a girl. 


The background to closure arly ex 

Mother, in consequence of her € uns’? 
perience, was a woman who was о sepa 
of herself, very vulnerable to hurt en for ^t 
tion. She was a ‘worrier’, rated uet 
She feared the ‘worst’ on principle; m ate be 
anxiety she easily resorted to letting 


= school (he said he never Was, 


| s 
«tive relation with 


Closure at first schizophrenic break-down 


the judge. After her second son's death when 
А John was 16 months old, she moved towards 

closure, but not to the point of excluding all 
positive feeling. Her life became centred on 
hanging on to what she had gots nothing must 
be allowed to happen to it, When the family 
moved to a place of their own, mother had but 
one thought, ‘ Now he [John] is mine, my Very 
own, nothing must happen to him.’ She pre- 
pared him for the hurtful world, taking, for 
instance, every precaution that there was 


nothing for which he might be criticized at 
he was ‘ good’). 


The only crime was for John ‘not to tell mother 


everything’. 

Closure, the first break-down (also M’s Ist 
experience.) 

E Аалаа til! qood fin. ЕУ Т. 
ing back’—seen as the first sign of ‘illness - He 


became increasing ound and panic 
fa in the house, 


stricken. He stayed put on 2 sofa in the h 

refusing to move— ! thought that if I did not 

ould happen’ 
‘happen’ =‘ get Jost’). Thus he finally began 
to live the state of getting” lost’, 

* had so anxiously nursed into him all the years. 
A landslide started: $001 his slightest symp- 


tom, like a reflex response, provoked dread in 
his parents. as of the family 


Shadow-free areas © 
were rapidly destroyed. ^ satisfactory SeX 
relation between the parents ceased. Mother no 


longer felt entitle 


bidden; if she got on 
thinghappened to Jobn: 
which mother saw 39 2. ^. 
Jealousy asan explanation didn 
Father, now feeling guilty 
his son, and finding mother's pP 
correct on several 000 a 
usual logic in favo“! 


planation. Finally the paren t 
themselves to be the agents ofany experiences, 


especially good ones =family closure). ae 
patient became involved in desperate PP 
against disaster an e s» er 
parents perform 


ts could not allow 


poison. 
eticulous ritu 
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and most of the night. They had to keep quite 
calm; at the slightest sign of impatience, the 
whole thing had to be gone through ais 

This was the boomeranging back on mother of 
her implicit injunction to John to ‘be good’ 
and not show anger, which the son had always 
observed. Mother made herself ‘iron hard’ 

concealing all feeling (=closure). The patient, 
no longer confronted by any reality from his 
parents, passed into a vicious circle of dis- 

integration. He ‘got the lot’; an obsessional 
neurosis became schizophrenia. 


The timing of mother's closure 

This crisis lasted 3 days. John stayed put on 
the sofa. If the parents did not satisfy his 
rituals, he screamed so that the neighbours 
heard. Mother’s closure, ‘going iron hard’, 
probably occurred 3 days before the parents 
were forced to call the doctor, when John was 
removed to hospital on an order. 


The subsequent closed relation based on ritual 
(parental investment) 

From the time of this crisis, and after John 
left hospital, the parents were on the ‘qui vive’. 
Nothing could now be ordinary. Everything 
was ruled by the shadow; every positive ac- 
tion, such as John helping his father at work, 
was seen as a survival test. If John went, they 
could breathe for a day; if he did not, he was 
doomed. This was still the position 4 years 
later in family therapy- 

Mother’s relation to John was still based on 
ritual and ‘iron hard’ feeling. She might spend 
2 hours or more every bedtime performing 
‘seeing everything’s alright’ rituals for John. 
Without meaning OT commitment she went 
through the ritual movements, and she thought 
that being “iron hard’ was what John wanted 


her to be. She ‘did it all for the patient’. 


An opening in the closure 

This happened gradually during therapy. 
Normally mother dared not be critical of or 
angry with John, because he might then refuse 
to go to work; he might never go to work 
again and mother would be responsible. This 


9-2 
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was not said, so much as feared in secret. But 
now she began to be able to be openly angry 
with John and he survived. Gradually the gulf 
left by the hardness filled with intense warm 
symbiotic feeling. They sat close on the sofa. 
The symbiosis showed up clearly in our re- 
lationship test (Scott & Ashworth, 19655): 
John did not know what he thought of himself 
unless he asked mother. Although we pre- 
vented him from asking mother, his view of 
himself was still identical to mother’s view of 
him, except that he omitted the ill attributes. 
Mother knew exactly what she thought about 
John, but had difficulty about herself: she saw 
John in exactly the same terms as herself except 
for the ill attributes seen in John. John saw 
mother 93 % the sameas she thought he would. 

Mother now felt entitled to satisfaction. 
Shortly she conceived the daughter she had 
always longed for, but which, following the 
death of her infant second son 16 years pre- 
viously, she had not dared to have. With the 
reopening of the pre-illness feeling, she also 
obtained release from the partial closure of her 
life and desires which had occurred with the 
infant’s death. Family life began to move 
again. They ceased holding their breaths 
awaiting the next disaster. After closure, John 
was bound by illness within mother’s territory, 
beyond which he could not go for fear of get- 
ting ‘lost’. He now ceased to be entirely closed 
in mother’s territory. He could be more in- 
dependent and go on his own, outside the 
limits of her knowledge, and make some 
friends. 


Family 8. Gillian 26 (13) years. 3/4, 
(Elder Ss and Br, younger Br.) Involved 
parent: M. PA: М+ + +, Е— 

This is also а DOSP family, the crucial 
‘event’ having been the death of the patient’s 
sister with whom the mother had been in a 
strong positive symbiosis. 


Mother's family 


(a) Symbiosis: of mother with her father 
(MF). MF was ‘compassionate, gentle, soft 
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hearted” (M). He saw to all her needs, 1- 
cluding her menstrual troubles. At 14 years she К 
nearly died of pneumonia; M, the * baby of the ^ 
family’, was now treated ‘like a piece of Dres- | 
den china’, and nursed as a delicate invalid in 


the family. 


Present family NE 

(a) DOSP. Mother was first in ушЫ 
with the eldest son, ‘gentle, kind, we 
standing, reliable’ like MF; next with el a 
daughter, * Lisa—' kind, sensitive, quiet, ti 
derstanding’. Lisa died at 14 years; зене | 
off from the living by entering into eng: 
to communicate with the idolized * Lisa oe 
patient, Gillian, now came to live in the sha’ a 
of Lisa’s death. She broke down 9 m 
later at 13 years. M now built ‘a sagan ed l 
round Gillian’ (eld.bro.). Mother often on 
her * Gil-Lise' by a slip of the tongue Dy ee A 
later). Half the time Gillian felt ‘dead’ (LAY 
the other half elated (Gil-), a bizarre a 
ture of father’s wish to show off the fa fac 
wealth, a wish mother denied him any шал ў 
tion. Contrary to the usual pattern, "T 
had never been in positive symbiosis W1 


First experience 

On patient's break-down М” 
with MF was strengthened by the 
near-death at 14 years, but not to ma 
closure of an on-going life, i.e. she e 
quite a different man from her father an 15 
different sort of family. But, горен n 
death at the same age as the threat to deep 
life, M could never again risk feeling t me 
for another person. When Gillian of the 
‘dead?’ she became the representativo "E 
death (closure) of this part of M dud 
person who was there but ‘gone . 


но tle 
s symbiotle г 
threat of ? 


оп 
the p ied 
ам 


g 


Treatment вой the 
We made little real progress, nag " " 

patient in with the family of a ай 

lasted longer without admission (4 y°® - 

has been employed more regularly. 


y 


ъ 


. Mother's 151 experie 


e 
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Family 9. Janet 22 (22) years. 1/3. 2 bros. 
Involved parent: both 


This is a HIST and URS family. 


Father's family 

(a) HIST. 1st exper. FM die 
hospital of brain tumour, $ 
Janet's illness. 

(b) URS. (1) F’s mother’s father was an al- 
coholic ‘thrown out by the children’, never 
allowed back. ‘No one attended his funeral’. 

(2) Father’s father (FF) ‘faded out’, his 
place being taken by another man. (3) F per- 
manently alienated from his own family, they 
blamed him for FM’s death; F partly joined 


wife’s family. 


d ina mental 
years before 


Mother's family 
(a) URS. M's father’s father (MFF), also 
an alcoholic, throw? out by the family and 
never allowed back. MM disapproved of all 
her children's marriages: this led to permanent 
omplete marital rift 


rift with eldest 800: com] І 
between MM and MF, but without separation. 
seemed capable of sym- 


(b) Symbiosis- M ‹ 
biotic relations only;M was her favourite, MF 
right ‘out’. 

Present family 


Symbiosis. very close: of mother-Janet Pa 
to break-down, but modified to unknown de- 
gree by Janet’s marriage- 

nce and ‘closure’ of rela- 


tion wtih Janet 
ood, 
and broke dow”: nd for g0¢ 
and returned to 
like somebody (072 
long accumu ated 
accused mother of bein 
dened her attitude to 
was immediately " 
was М” 1st expe? 


Timing of mother $ clos 


When Janet pit her, ™ 
after І had done 59 much for her 


(parent). 


ure 


аай 


herself from Janet. M’s closure must have hap- 
pened on the day of Janet’s admission to hos- 
pital on ап order. The act of Janet’s which led 
to this closure was also the reason for invoking 
outside agencies, and had behind it father's 
hostility to Janet’s closeness to M. 


The yielding of mother's closure 

The family has been in therapy 44 years, ex- 
cepting for a gap of 1 year. M’s closed attitude 
to Janet was unremitting for over 3 years. 
Since we were ‘stuck’, one of us (R.D.S.) saw 
Janet individually for a few months. She de- 
veloped a most intense positive feeling for the 
therapist, which was clearly associated with 
her feeling for M before the illness. Janet was 
then put back in the family in the hope that 
this feeling would re-awaken mother, which, 
after a series of storms from F tabooing the 
symbiosis, it did. M became tender, she 
changed physically towards Janet. M had 
once said, ‘Janet used [before the illness] to 
adore me.’ This could now be seen as the 


simple truth. 


Connexion with the ‘events’ 

(1) URS. In both parental families it was 
always the fathers who were ostracized. Com- 
parably. in Janet's family F had always (until 
the illness) been in the ‘out’ position. 

(2) HIST. and URS in F's family. Janet was 
said to be like F's younger sister who was the 
centre of the family influence which alienated 
father from his own family; this sister had 
blamed father for FM's death in a mental hos- 
pital. F secretly thought that Janet was in 
league with his sister. As а mental patient 


Janet became alienated from her family, and 


like F too became the family scapegoat. 


Group Ш (six families) 
These six families form à very distinctive 
have or had dominant fathers, 
anate the* official values which 
overn the family.Beforethe illness the patients 
tion different from their siblings 


in relation to father; they had been the main 
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exponent of father’s values, and they have had 
a powerful identification with him. This was 
recognized by the whole family. The patient’s 
actual relation with father was, however, apt 
to be distant rather than warm and close; 
there might be very little direct communica- 
tion. But it afforded both a form of satisfaction. 
We describe the relation as a form of symbiosis, 
a closeness of mind rather than of contact, 
tending to have a magical compelling quality 
about it. After the break-down the fathers be- 
came hard, bitter, and scornful to the patients. 
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cealed the mothers’ contribution. The mothers, 
who suffered considerable inadequacies as 
mothers, were quite different from those E 
groups I and II (except M. family 20). They ee 
larger families (av. 3-5 children); there we R 
no only-children. The mothers did not миг, 
symbiotic need for the patients, пог did we fin я 
evidence for prolonged maternal quoe 
with the child. In the 23 families there were н 
mothers who could separate from the et 
without suffering a degree of anxiety bees 
necessitated frequent hospital visits; 3 of the 


Table 3. Group III 


Patient Parents DOSP HIST URS 
r ` \ с ^ Lm ^ v 
Sex and Rela- Rela- z 
birth tive Parents tive Parent's (par ties) à 
Family order Age Involved Other lost аре ill age separate 

18 р2/3 3084 M++ Е+ MM M14 . 
19 gl/3 19 (19) F+(+) M+ ; à FM F 30 
20 gl/2 16/13) M++ (F suicide)* . Е M 30 M/own fam. 
21 gi/7 19/19) Feo M+t FM F46 FM F45 F/own fam. 
22 g1/3 28 /22) М+++ (Е dead)t ; F's fam. Ы 
23 63/3 17 (17) F++4 M+ F/FM§ 


* Family 20: F’s suicide was combined with 
T Family 21: see Scott & Ashworth (1965 b), 


i Family 22: probable F-patient 


symbiosis, 
§ Family 23: URS only on prese, 


Group III is the ‘fathers’ Broup. It contains 
all but one of the more dominating and some- 
times sadistic fathers. They tended to have 
very black-and-white attitudes with a high 
degree of PA; the fathers easily became un- 
relenting and unforgiving. At the break-downs 
this showed as closure on the basis of dis- 
illusionment. All the patients were female, 
four first- and one last-born. The patients were 
quite different from the group П parental 
image of their children. Group III patients 
were precocious, independent, and tended to 
have high scholastic achievement—three had 
been to university, one was a School-teacher, 
Two fathers were on university staff, two were 
successful professional men. The prominence 
ofthe paternal pathology and attainments con- 


patient's break-down — M's first experience. 
for an analysis of this family. 


Patient broke down first when F died. 
nt criteria. There was an emotionally significant HIST. 


e 
were from group III (families 18, 22,23). The 
mothers did not *have to keep the p Wa 
mind’, They might not visit ee 

The patients’ prognoses in this group we 
markedly better than in the other two gro 


Comments on data, group III 


4 
e 
From Table 3 it can be seen that 3 > 
living fathers were ‘involved’, 2 with a 


" JI 
* ‘Involved parent'—the picture in aed a 
is different from groups I and II. The gro eing 
‘involved fathers’ do not spend a lot of p e ph 
Physically ‘involved’ in journeys to see p 
tient, etc.; nor, except in family 20, does т iher 
The ‘involved fathers’ in group II, on the ; 
hand, may behave just like the mothers in 
“parental investment’ rituals. 


- 


= 
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as the main ‘event’; the remaining involved 
father, family 23, had a HIST which was emo- 
tionally significant but is a HIST (non-signifi- 
cant) under the present criteria, since it in- 
volved a relative outside the close-kin group. 
Three of the 6 mothers were * involved’, but in 
2 of the 3 this was probably а consequence of 
the father’s death. Five of the 6 ‘involved’ 
parents had histories of ‘events’, as com- 
pared to 1 of the 4 ‘other’ parents. The patho- 
logy and disturbance was much more on the 
father’s side, especially if father, family 20, 
who committed suicide, is included. The 
‘events’ here occurred mainly quite close in 
time to the patients’ break-downs. 


Family 20. Jill 17 (13) years 1/2 sib. a sist. 
Involved parent: M. F dead (suicide). PA: 
M+ +. (F intensely obsessional by M's 
account.) 

Family 20 has been continuously known to 
us for 8 years. The following features from 
mother’s history are given to show stages 
in the development of closure in group 


Ш. 


Mother's family 


(а) URS. Mothe 
good at 18 years, 
belonged ever since 


r left her own parents for 
joined F’s fam., and has 


Father’s family | 
(a) Symbiosis. Lifelong between F and i 
mother probable— Jacob was very close tol is 
mother, he adored her, ...he turned to © 
for every important decision in his life 
i ber of cases of 
(b) HIST. There were a number 0 bee 
mental illness in F’S family, but not sufficiently 
close to come within our criteria. 
mother's account) 
her own mind in face of 
-. mind. He could fore- 
> ‘I only had 
ong [objec- 


Present family (from 
Mother abdicated 
father; she became his mind. * 
cast events. He was ‘always ng 
to object for something really WF 
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tively] to happen. Mother, as is characteristic 
in group III, hid behind father and his omnipo- 
tence. In the treatment situation mother treated 
the therapist in the same way, but only when 
in dread of the *shadow". 

Mother's Ist experience. Gradations in the 
development of closure. At 3 years Jill de- 
veloped ‘screaming attacks and head banging’. 
These were ‘inaccessible’, Jill could not фе 
reached or comforted. M became desperate, 
and F disillusioned and hostile to Jill who had 
been ‘the apple of Jacob’s eye". M: ‘I feltinan 
awful way...no means of dealing with her. 7 
felt very lost indeed. It was an enormous relief 
when Jacob sent her away [to a special school].’ 
Jill was not yet seen as ‘ill’, and the first move 
towards closurewas physical separation. M 
now bridged the gulf between herself and Jill 
by finding evidence for a deep closeness by 
telepathy. When Jill was 12 years F’s symbiotic 
partner, FM, died; he lost his bearings in his 
business and also became increasingly des- 
perate about not being able ‘to get at her [Jill]’. 
Jill was shortly diagnosed as schizophrenic. 
Then F committed suicide. This was M’s Ist 
r. through Jill and F. She now became 
quite closed to the patient, closed on the fear 
that she held the deadly secret of F’s suicide 
which she thought would destroy the patient 
if she got to know it. For this reason M cut off 
extensive social connexions and moved to a 
new area. M hid behind the shadow of F's 
suicide and became more deeply unavailable 
to Jill. But, unlike many mothers, she did not 
extend the closure to the whole of her life and 
family. At the worst times she still kept ac- 
tively engaged as a teacher of painting. Jill was 
finally able to *make the break', leave the 
family and start a life of her own. 


expe 


Statistical analysis of the total series 

The purposes of this section are: 

(1) To give an overall view of the families 
in terms of the five variables—HIST, DOSP, 
URS, ‘involved’ and ‘other’ parents—and 
parents’ PA rating. (HIST is defined on p. 121; 
and DOSP on p. 122, URS on p. 122, involved’ 
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‘other’ parents are described on pp. 110-11,* 
PA is discussed on р. 115, and the rating is de- 
scribed in the footnote on р. 124. The foot- 
note on p. 115 is also generally relevant.) 

(2) The formulations regarding closure 
given on pages 122 and 123 imply that certain 
relations between the five variables noted in (1) 
should exist if the formulations are correct. 
These are stated in the form of two hypotheses, 
as follows. (A) The parents with histories of 
‘events’ should have a higher degree of PA 
than those with no ‘events’. Because the cros- 
sing of the all-or-none threshold seems to lead 
to a permanent *worst', the degree of PA 
should not be additive for numbers of ‘events’. 


(B) The ‘involved’ parents should (i) have a 
higher degree of PA, and (ii) a higher incidence 
her? parents. and they 


thout the other. For 
arents have more 


t more PA than ‘other’ parents, 
g the role of PA 


example, 
‘events’ but no 
then our formulation co 
in closure would be invalid. 


Hypothesis (A): the relation of « events’ and PA 
(i) Arranging parents according to whether 


or not they have had ‘events’; the proportion 
of high PA is significant for parents with 
d 


‘events’? compare to those with no 


“events’.**(*) | | 
(ii) ‘Events’ taken singly: DOSP. m. r 
gree of PA is positively related to DO #0). 


IST g о і р 1 y d to 
РА 15 ositivel relate 
, the degree 


теча an oe i more likely to have 
"aU he presence ога 
NI d gree of PA when taken 
4 ‘other’ parents: 
le difficulty in 


making this rating ехсеР 
There was a difficulty 1" gro 
patient may be the centre 9 
the mother may be 

issues of care of the райе!" pen 
general description ° group 
130 are used, most of the am 
ment of “involvement” 
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alone, or in combination with HIST i 
a or with 


Hypothesis (B) 

(i) The relation of PA to ‘involvement’. The 
relative proportions of ‘high’ as opposed to 
‘low’ PA for the ‘involved’ and ‘other’ 
parents confirms the hypothesis.*** 

(2) The relation of ‘events’ and ‘involve- 
ment’. (i) Arranging parents according to how 
many ‘events’ they have had, the proportion 
in the ‘involved’ group rises significantly as a 
function of the number of ‘events. ’** (Coch- 
ran's adapt. of x°.) (ii) ‘Events’ taken singly: 
DOSP, occurs only in ‘involved’ parents. t 
HIST occurs significantly more often in ‘in- 
volved’ than ‘other’ parents.** The hypo- 
thesis is confirmed for HIST and DOSP but 


not for URS. 


Mothers and fathers in relation to‘ involvement’, 
PA and * events? 

A higher proportion of mothers are ‘in- 
volved’ than fathers.** A slightly but not sig- 
nificantly higher proportion of mothers come 
into the high PA group than fathers. A slightly 
but not significantly higher proportion of 


xx p 0-001, x? test (2 tail). 

x* p 0-01, x? test (2 tail). 

*(*)P «0:02, x? test (2 tail). 

*p «0:05, x? test (2 tail). 

tP «0:01, FEPT (2 tail). 

TCOP < 0-02, FEPT (2 tail). 

#Р <0:05, FEPT (2 tail). 

eses were formulated prior 
his set of variables; but the 
heses to be tested were 


The general hypoth 
to the investi gation oft 
specific form of the hypot 
not derived independently of the data, hence two- 
tail statistics have been used throughout. FEPT= 
Fisher’s Exact Probability Test- Parents’ PA and 
* Events’: It was unfortunately inevitable through 
the way in which this study has developed, that 
we have not been able to rate parents? PA in the 
e of ‘events’. This especially 


absence of knowledg 
applies to HIST; DOSP was selected as an ‘event’ 
much later. PA 
very crude rating 
scale in half. 


‘high’ and ‘low’ is however a 
obtained by dividing a 7-point 
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mothers had ‘events’ as against ‘no events’ 
than fathers. Mothers had slightly, but not sig- 
nificantly more ‘events’ per person than 
fathers. This makes it likely that ‘maternal 
role’ isa factor in ‘involvement’,‘ involvement? 
being the only significant difference between 
mothers and fathers in respect of the variables. 


Hypothesis (A) and a ceiling for anxiety 


We wish to know if ‘events’ are additive in 
relation to PA. 

Ignoring URS as an ‘event’, since it does 
not correlate with PA, there are insufficient 
numbers of 2 ‘events’ (HIST + DOSP) to com- 
pare with 1 ‘event’ (HIST or DOSP). No con- 


Table 5. Total incidence of ‘events’ 


Ages at which parents experienced ‘events’ (years) 
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7 MM'sor FM’s, 2 infants. Thus in 15 ‘events 
(HIST or DOSP) involving anc wem 
only 1 grandfather was involved. We do n 
know the significance of this fact. КЕ. 
The DOSP experience is a direct experien 
of loss. The HIST experience (and 1st n 
may not be direct in this sense; for wr 
M, family 1, was deeply affected by Ne 
brother’s illness, but she had never known "e 
sane, her experience was mainly her € 
experience which she shared and interna 1 i 
as a condition of receiving her mother's D. i 
The widespread and invasive nature of a H e 
as compared to the restricted nature o 3 
DOSP is perhaps best shown by the 'stigm 


e. 
0-5 5-10 10-20 >20 Total events _ 
: — fy 00 ^ v ~ а Е 
M Б M F M F M Е м 
bh п & | © «x mw a a ш 2 
DOSP iba 11 It 0 3 0 » 1 7 
aoe б 1 0 І 0 6 6 : i 


t Group I. ¢ Group II. URS, only those 


clusion can be drawn for o 
thesis. 

There is a higher incidence of HIST than 
DOSP. The 4 most potent HIST's (families 1- 
4), in group I, had in 3 cases occurred when 
mother was under 5 years; these 3 were the 
most disastrous. The families in which DOSP 
was most central were 5 group-II mothers and 
1 group-II father. In 4 of the DOSP cases the 
parent was under 20 years at the time. But in 
only 2 cases was the parent under 5 years at 
the time. Concerning maternal and paternal 
pathology, mothers have more ‘events’ than 
fathers, but not significantly more, But the 
connexions of HIST and DOSP with the 
patients’ grandparents shows an almost ex- 
clusive linkage to the grandmothers (MM's ог 
FM’s), thus: considering HIST, the ill relatives 
were 7 MMs or FMs, 4 parents’ sibs, ] FF, 
6 parents; and DOSP, the relatives lost were 


r against the hypo- 


personally affecting a parent are recorded. 


Е T 

The stigma by definition is inherent in a or 
(officially recognized illness). Some m es- 
moved to a new geographical area to 77 HIST 
cape the stigma, The first experience of “ aud 
seems to have been literally neqoe it 
Preserved unchanged by the years. 1 your 
often contains a strongly Victorian г ап 
(e.g. the use of the term ‘insanity’ rather 
“mental illness T". m 

Most workers recording the incid milies 
deaths, divorces and psychoses in the wi wi 
of psychiatric patients are only po that 
parental deprivation of the patients, 5 cy 
their statistics are confined to the ciao ou 
these events in the parents. The figures vests 
group, selected because they had i rele 
therefore cannot be directly compared. Hilga" 
vance to our study, Gregory (1958) and hizo" 
& Newman (1961, 1963) find that “idence 
phrenics’ families have a much lower inc 


ence of 


4 
4 
; 
| 
d 
T; 
| 


Family 
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Table 6. Histories of men 


Patient and 
age (years) 


Paul (17) 


Grace (19) 


Daught. (23) 


James (16) 
Son (32) 


John (19) 
paught. (50) 


Janet Q3) 


Daught. (19) 
Daught- (37) 


Daught. (28) 


paught- (1 8) 


Daught- (27) 


Daught- Q8 


Closure at 


(Three families gave 


e 
Relation- 
ship to 

patient 


M Bro 
MMSis 
MM 
MMSis 
MMBro 
MFBro 
MFSis 
MM 
MBro 
MMF 
E 

MSis 


FMBro 
FMCous 
MESis 
MSis 
FM 

F Cous 


FBro 
F 


FM 
FSis 


FSis 
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tal illness of @ psychotic order in the patient’s parental and 
grandparental generations 
negative histories) 
Relative affected 
Admitted to ` 
mental hospital 
Diagnosis and duration+ 
GROUP 1 Outcome 
Schiz. (H) + (33 yr) Died in hosp. 
‘Insane’ + (2) Died in hosp. 
Schiz. (H) + (4 уг) Died in hosp. 
Schiz. (H) + (33 yr) Died in hosp. 
Schiz. (Рг.) 2 Unresolved 
Schiz. (Pr) ? Unresolved 
‘Cripple’ т, Kept at home 
Schiz. (H) + (39 yr) Died in hosp. 
Schiz. (H) + (фу) Left hosp. 
‘Insane’ (H) ? 1 
Schiz. (A) + (2) Unresolved 
? Schiz. (Pr) OP (4 yr) Partly housebound 
? Obsess. neur. (Pr) 
GROUP П 
Psychotic depr. (Н) + (1 yr) Left hosp. 
? Schiz. (Pr) NT В 
Paraphrenia (Pr) + Gyn) Left hosp. 
paraphrenia (Pr + (2 yr) Unresolved 
Brain tumour (H) + (4 mth) Died in hosp. 
2 Obsess. neur. (H) + (2 wk) 10 yr housebound 
9 Par. Schiz. (H) 
Schiz. (Н) + (37 уг) Died in hosp. 
? Schiz. (Н) + 04 y9 Left hosp., re- 
covered 
Epilepsy (Pr) ? Invalid at home 
9 Paraphrenia (H) + (15 mth) Died in hosp. 
? Organic Psychosis (H) 
Agitated depr. (Н) + (5 уг) Left hosp., ге- 
covered 
э paraphrenia (Pr) NT Killed in accident 
(‘Deluded’) 
Paraphrenia (A) + (2 wk) Left hosp. 
2 Schiz. (Pr) + 0) Left hosp. 
Schiz. (our diag.) NT 3 
Paranoid depr. (Н) + (3 adms) Left hosp. 
2 Depression (Pr) = Suicide 
GPI (H) + (8yD Died in h osp. 
Schiz. (Pr) + О) Left hosp’ 
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* H=from hospital notes; Pr= 
T OP=outpatient, NT=not treate 


of parental deaths and Separations and a much 
higher incidence of loss by psychosis of 
parents than do the families of neurotics and 
psychopaths. This finding is in agreement with 
our figures for mental illness in parents, 
grandparents, and their siblings; HIST is the 
predominant event, There Were equal num- 
bers of parents and grandparents with recog- 
nized mental illness, We do not think that the 
consequences of a HIST, or even a DOSP, can 
be measured in terms of parental depriva- 
tion as such. A HIST through mother's 


brother may be as potent as through mother's 
mother. 


The status of URS 

URS is not significantl 
‘involvement’, or to theo 
-ludes it as a forerunner of ‘closure’, Indeed, 
in practice URS does not appear as a nuclear 
issue in the parental fears associated with clo- 
sure. In Table 5 there are 14 URS personally 
affecting a parent: 9 were parent/own family, 
and 5 were M/F rifts, Concerning the 5 M/F 
rifts: in 2 there was no marriage and father was 


y related to PA, or 
ther factors. This ex- 


Table 6 (cont.) 
Relative affected 
Relation- Admitted to 
Patient and ship to | тепїа1 € e — 
Family age (years) patient Diagnosis and duration Perens 
i 
MBro Schiz. (H) + (5 yr) tee 
17 Daught. (19) Š Depresion + (4 mth) Left hosp: 
covered 
GROUP ш 
ied in hosp. 
19 Diana (17) FM Schiz. (Pr) + (some yr) Mna 
i 
20 Jill (18 ) F Obsess. neur. (Pr) NT rng Е 
FFCous Psychopath (Pr) + & OP НопввБбипб 
MCous Schiz. (Pr) + (6 mth) ree 
21 Daught. (19) FM Borderline psych. (Pr) + (2) куса 
Senile psychosis 
22 Daught. (30) F's side No information except hospitalization 
23 Daught. (17) FMSis 


> 
Paraphrenia (Pr) t : 


‘probable’, from relatives report. 


d. 


0515 
only briefly known; in 1 father left by e ts 
resulting later in divorce; the only к-до. 
Were 2 fathers who left after the brea simil 
The picture for the grandparents ың rand’ 
Thus, prior to the illness, no parents "ia not: 
Parents had left each other via the м ding to 
mal types of relationship failure id express 
divorce, etc. All the URS which en failure 
the more normal types of sese p. Mn 
werealong the lines of developmenta ише 
i.e. the nine parents who left their pa 
URS rather than natural poc coul 
these nine parents could do, no = ted with 
do and survive—severance was до paren" 
Psychosis. What impressed us about e the deeP 
tal and grandparental marriages pao to des- 
and unforgiving rifts which a each 
troy parents who were unable to : after T€ 
other to save themselves: Family iN in a co 
forming from drinking, FF ‘was or men" 
ner for 15 years, nobody spoke to hi ion father 
tioned his name’; in the next generat dv, а 
drove mother to the edge of ш, | this 
she tried to kill him with a wp mily 2: 
stopped when the patient became ill. 


hat 


ar ' 


h 
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mother quietly has tea with her daughter while 
father is packing his bags to try and leave; or 
she retires upstairs 50 as * not to smell the gas' 
when he put his head in the oven—she knows 
he cannot leave her.* We know with some cer- 
tainty that the patient's break-down has saved 
both parents in some families. The madness 
in the family seems to have something to do 
with parents who had been able to leave their 
parents, sometimes by the drastic expedient 
of URS, being unable to leave each other. 

It is not difficult to understand why closure 
occurs. The issue of real concern is how it can 
be so unrelenting that human relatedness may 
never be resumed between parent and patient. 
This rigidity in the shadow attitude has been 
analysed in terms of parental experiences of‘no 
return’ and the “fearing the worst’ defence. 
But, just as URS has led us back to ‘unfor- 
giving rifts with ло separation’ between parents 
who could not leave each other, We have lat- 
terly discovered < unforgivingness’ 
central place ! 
shadow attitude. I 


pect of the shadow rela і 
scription of therapy with family 4, the asso- 


ciated historical ‘event’ being experienced by 


the parent as 2 crime beyond forgiving. 


In the shadow relation 


tion between parents anc Р. 
ness—there is 2n annihilatio : 
I пиу may be expresse 

dr (t a i denied, because 


pletely and with © v 

everything is seen as `1 

static first perio% €^ . 

awareness of motivation may 

ing the r 
‘Oa: ын? b PU wing their ОМП needs 
i ir agency 1n 

and satisfactions: b ng apa ie 

influencing the Ра": 

* worst". Much later in therapy 

to see the life in t «риси 
ж This mother often stated, ge s = aa 

for three, somebody's got to go- e g 

‘went’ to hospital. 


may be deeply touched by this glimpse of what 
the patient was and still is, and at almost the 
same time one may become aware that the 
patient has not got a chance so long as his 
parents’ attitudes are closed against him. At 
this stage one also becomes aware that the 
parents are motivated to see that he does not 
get a chance, and that this has something to do 

with being ‘unforgiving’. In family 9 we de- 

scribed how father put the lock on mother’s 

closure to Janet (Part 2, p. 129). Much later 

when mother became able to risk feeling 

again for Janet, father renewed his attack on 

the relation. This enabled mother to see clearly 

what their joint attitude to Janet had been. 

She was appalled. ‘It’s terribly hard and un- 

forgiving,” she said. 

In Part 3 a general impression of the positive 
feeling in the pre-illness relation of group П 
families is first given, and against this is set the 
stark denial of all positive feeling by group П 
mothers, using family 4 (James). Then we dis- 
cuss -unforgivingness' and its motivation, and 
describe what it was that could not be forgiven. 
This only emerged after mother’s closure 
round James opened. A straight description of 
what then emerged brings together nearly all 
the themes which were formulated in Parts 1 
and 2, and at the same time provides ananswer 
to the question raised in Part 1 as to why the 
cut-off of human relatedness at closure can be 

ermanent and unrelenting. The paper ends 


with a discussion of whether things always need 
t of closure and madness. 


have got to the poin 
Prior to our awareness of positive feeling in 
group П families the families denial of satis- 
faction and pleasure had for a long time been 
evident to us. We also noted that the parents’ 
denial of any satisfaction in their relation to the 
patient was the more striking since they spent a 
greater part of their lives being absorbed in the 
atient. Concerning, ourselves, whilst we had 
the satisfaction of some quite good therapeu- 
tic results in 7-8 families, We were also struck 
by the amount of satisfaction we seemed to 
derive from some totally unrewarding ones in 
this respect. How could one remain so in- 
terested, when, in family 1, exactly the same 
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things were being said after 2-3 years of hard 
labour as were being said at the start?* We 
had become absorbed in the endless drama of a 
static situation which could even feel like the 
raison d'étre of our existence and we found the 
experience enthralling. It was experiences like 
this, as well as those with families where we 
got somewhere, which led us to discover the 
profundity of Searles’ conception of the denial 
of love, affection, adoration, in the family 
relations. 


Group П and positive feeling 


The following description of positive feeling 
in the pre-illness relation was gained from those 
group II families in which closure relaxed suffi- 
ciently to allow life to the relation again. 

Some of the terms used by these parents 
about the positive symbiotic period, a period 
seemingly so effortlessly free from ambiguity, 
were: ‘so good’; ‘always smiled’; ‘a little 
princess’; ‘so gentle"; ‘the teacher said she was 
the cleanest and tidiest girl in the class’; ‘the 
family said she was an angel’; ‘others thought 
she was so pretty they would pick her up’: ‘the 
neighbours said “what a lovely engaging 
child’’’, What we did not get was that affirma- 
tion by the mother of positive feeling between 
her and the child, such as was contained in the 
statement ‘Janet adored me *, by the mother of 
family 9 following relaxation of the closure 
3 years or so after starting therapy. Terms of 
the type which have just been listed are widely 
reported as being used by the mothers of some 
schizophrenic patients. Invariably they are dis- 
missed as‘ idealization, compliance,symbiotic’, 
i.e. as false. Through our experience, we see 
this as a damaging undervaluation which is 
compliantly in line with the attitude behind 
parental ‘closure’. 

This pre-illness relation, probably as in- 
tensely positive as these terms convey, had in 
group II been continued until around the time 
of the first break-down. With the break-down 
all this vanished. These words and images, 
when they are used now, are seldom suffi- 

* The family was seen for 2-3 hours interviews 
every 2 weeks for nearly 3 years. 
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ciently alive to serve even as a sad memory. 
The absolute break with the past which then 
occurred marked an end beyond which these 
memories and their images have no life -— 
which to draw sustenance from what was 500 
in the past to nourish the future. It was e 
seldom that sadness was expressed about t 3 
past, though we always asked for erm 
between then and now. The past had been e 1 
dead by the violence of the hurt and My 
ment and the envious resentment of the ot e 
parent and the patient's siblings; it had wen 
kept dead by the parent's anxiety, and d rim 
weight of the public identity of ‘patient Асе 
patient’s public or social identity was us pe 
in the hands of his parents; they were nä 
bearers of his image amongst relatives "né 
amongst his friends. Thus his continuity qe 
minds of others beyond the family be- 
threatened too. Following this first n 
tween mother and child, there was no md 
it up of the sort typical of the amblpo s aig 
of symbiosis, where the two are always © ether 
each other ‘for good’, and coming ME 
again. There is, instead, that idena yA ДОЙ 
nating and often silent murder by o when 
of insanity. Only one family was ab Y ape 
together, to go back to a eer sod 
turing of the happy occasions of chil fis first 
‘Do you remember?'; in family 9 ess the 
occurred after 21 years therapy. ^ tient to 
break-down the past is dead to the pa mory 
the extent that he has often lost his P haa 
for these occasions, as well as his sense : chia- 
tinuity and ego function.* Because p S tient 
trists have not known the family or the P their 
before he became ill, they cannot f S die to 
normal experience of the families’ atti terrible 
the patient have any conception of the 


jes 
И тето! 
* Ego function attaches to these 


à e pare? 
from the patients’ life and experience. The p f 


о 
agments 


PE ote ee T 3 
are often repositories for the missing f . It some 


his ego function and life, and famon ‘ely h , 
times appears that the parents pe mar raises 
these bits of the patient, to the exten ole 
the question whether they may for veri 
source through which the patient can rec 

areas of himself. 
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И tragedy they have suffered. Achild whom ina , pulsive work drive. But she had i 
à true as well as a wrong sense the parent has of honesty which some of the: e e ly 
always loved, has gone out of reach into the She had a continuous thin-li = = и 
shadows—for ‘good’, as it is always feared. seemed to express ‘lama m es 5 
Anything genuine has now become meaning- who has had great hardshi yes bap 
less, all that may remain is a parent who isa managed it-all-with-a-smile’ ee Bio E 
plague to everybody by reason of dread and has had great hardships and she ES pu 
guilt. It is not only the patient who has not complain. In the course of time we xe = 


always been as bad as he is now. to really like James's mother. 
This picture is now contrasted with that Stepfather. Mother married agai 
which is likely to have prevailed in those ago. Her first husband, eme ee Pm 
group I families in which the situation through- psychotic (paranoid schiz.) whilst nd pes 
ь ош the patient's childhood has been under pregnant with James. He left the famil i 
threat from a maternal HI good 2 years later and was committed а в 


ST experience as de- 
scribed on pages 123-25. This must have mental hospital, probably permanently. There 
affected the mother's mothering from early on . 


was no indication that his su 
by introducing some form of closure into the father, was a psychotic person. Pop 
pre-illness relation with this particular child. It Arthur, James's elder brother: will be intro- 
is likely that these mothers belong to a type duced later. 

L2 about which Searles surmises that the mother- The Home. The four live in a scrupulousl 
8 infants y mbiosis had never becomeestablished. kept middle class suburban 3-bedroom oed 
But osows fev conceived it, the group I Asahouse,andin decor, itis not distinguished. 
mother-patient relation is à most intense It conforms to the standards of the neighbour- 
form of symbiosis in which, through the de- hood. But the larder is stocked as if for a siege: 
, nial of dependence, the two are bound and mor- and it contains one enormous dog. id 
tally able to each other. Therapy. Mother, James, Stepfather, were 
seen every 2-3 weeks for conjoint family 
therapy meetings in their home. The family 


в 
Family 4. James (group 1) 
James, 16 years. We first met James3 years have been in therapy 3 years. Both therapists 
ago ames, eval hospital suffering ола P attended every interview, but in the latter 
e felt most schizo- period one of us could not attend owing to 


spirins. 
s odd smi 
him inacc 


overdose of à 
phrenic with hi 
plies that left 
however, to be 


les and tangential re- other work. One therapist (RDS) continued 
essible. He proved, to see the family at the same intervals. We find 
a bord erline case, with only that these families are organized as staticclosed 
"ipee manifestation of his persecutory systems. If therapy succeeds, it may, as in this 
delusions. He was tall, usually neatly dressed, case, be 2 years before an opening is secured in 
nae HE very canny and careful. A the system. The following is a schematic cross- 
eas obe rsationalist on general topics, but section of this system in family 4, which could 
cies we aera te personal relations he was, have come from any time in the first 2 years. 


e 
owing to his fear of invasion by his mother, 50 


The shadow 


elusive as to be more frankly schizophrenic. Е 
Commitment to anything, particularly to any Living under the shadow. Everything which 


self, was taboo absolutely; James does is under scrutiny. If he sits and 
‘dare I eat а cake? Will I says nothing, mother immediately sees the day 
shake the universe? 3 when he will sit and move no more. If he does 

In many Ways à typical ‘something’ it is an ‘event "—' why does every- 
terrible * worrier", very body make it so special if I do anything?’ 
t, having a great com- (James). Under mother’s anxious and silent 


satisfaction for him 
like Mr Prufrock— 


E 


Mother, 42 yea": 
high-anxiety mother; à 


controlling, unable to res 
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observation he can do nothing ordinary. Every 
action is seen as a test of survival through 
mother’s invariable dread of the worst. The 
burden of this is so great and so without re- 
ward for himself, that it brings James near to 
standstill. ‘James is a boy who cannot hurry. 
There is nothing wrong with him, he is simply 
incapable of normal physical activity. He 
knows he can’t hurry’ (M). 

Most of what mother scrutinizes James for 
comes from her first experience with father’s 
psychosis (paranoid schiz.). Mother sees in 
James: father’s physical appearance, his man- 
nerisms, ways of walking and dressing, his 
stammer, his reserve, inability to mix and make 
friends, and, most sinister, his use of certain 
unusual phrases used by father. The one thing 
he does not have is father’s violence. 


The denial of dependence and satisfaction 


Mother's view of James. * James does not feel 
anything for anybody, he never has.’ (As- 
cribed to an inborn dislike of women, school- 
teachers, not of herself.) ‘I have never known 
what James is feeling.” ‘He has not asked me 
for anything—ever.’ ‘ Always a very clean 
child,’ ascribed to her training—'I am a very 
particular person,’ this is the only influence on 
James which mother allows herself. Mother 
sees herself as doing what James wants, but ‘all 
he wants is to be left alone’, This, mother’s an- 
xieties cannot allow—she cannot ‘leave him 
alone’, thus she sees herself as being controlled 
by where James wants to be. 

James’ view of. . . : usually about himself; he 
seldom expresses his view of others; if he does 
it is full of uncommitted loose ends. He never 
admits that he enjoys doing anything or that 
he wants to do anything; he says, ‘I might do 
[so and so]. . ., the loose ends are caught by his 
anxious mother. 

Mother’s view of her own family. ‘Us girls 
[sisters] were not depending on mother, no, 1 
like to think that we helped mother, We 
weren’t dependent on anybody. I don’t think 
anyone should depend on another for any- 
thing. My mother was very much like that.’ 

Mother's view of James as a child.‘ James was 
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‚ difficult to feed. . .at times it had to be force 


into him by holding him down. ..he did ie 
like cuddling,’ ‘he cried a lot in his first ye e 
then suddenly stopped and has not cried ү 
(except once)’. After he stopped crying bei 
would not leave my side, even if I went to s 
toilet hesat outside.’ This need for her was see : 
as abnormal. (This is common to all ee 
mothers.) James has hardly left her side шы 
The burden of the denied dependence terrifi a 
her. ‘ Doing nothing’ is seen as a primary e 
of illness; it means dependence on her—Jan ; 
will never enter the world, never do anything; 
actually will not emerge from inside ee 
‘what will happen to him when I’m not ^ 


Father’s shadow and its field of operation x 
The mad father left the family when Jam 


& 


: was 
was 24 years old. From the time James { 


about 3 years old father’s illness began yi 
seen in James by mother; ae dn 
wrong with James, he is not like other cue 
Mother now felt extremely Lupe e ed 
feared that others might see signs of ‘a ublic 
mality’ in the children; she felt under р at 
scrutiny on their behalf. In epa be- 
was very strict. There must be no ith other 
haviour in public, no rough play WI by the 
children, lest *they were taken away t fear. 
authorities’, though this was а Sar or 
Mother disciplined James. only “о never 
climbing trees. He never did it again. * He was 
did anything she told him not to weg would 
*good', but he was also obstinate. Id not do 
not do anything wrong, but he wou do. AN 
what mother positively wanted him E wou 
as a price for this secret opposition, fa 
not do his own will either; he would in 


ot be 
* Father had been violent. James ШАЙ 
aggressive because mother would see = herself 25 
the eyes of the world, as reflecting О erned 
madness. James's behaviour was 80У worthy 
what we call the ‘axis value’ (Scott & vns «pis 
1965 b). * Respect your elders? in. this d be see? 
respect’, such as ‘answering back’ wou е ас on 
as mad behaviour, through a p e ave w 
James's part for which he would then ^ . 


om 
responsible. The value had come down fr 
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| nothing'—' He doesn't do anything you could 
disapprove of, he doesn't hardly do anything, 
Pus doesn't displease you either? (M). Mother 
could not leave James alone at home, she had 

to take him if she visited friends. James ob- 

liged her by going, but he sat silent. This was 
agonizing to mother. Silence was a cardinal 
sign; it showed up ‘abnormality’ to others. 
James ‘went silent’, for he could be a most 
logical and capable conversationalist. When 

they got home from such a visit he could con- 

| verse freely with mother on topics of current 


interest. In this way the shadow of father falls 
outer world; at which 


between James and the 

boundary he was the victim of mother’s deep- 
est fears, which forced her to explain him in 
advance to her acquaintances. But James also 


subjected his mother to her deepest fears at 
the shadow-system boundary; unconsciously 
^ motivated to becom! 


4 feared, he became the ‘w 


e whatever mother most 
orst’ to punish her. 

fa post-closure sym- 
all dependence 
ce C disconnexion’ = totally 
he same time bound in a 


symbiosis (totally the same). The system re- 


«sulting from ‘closure’ is itself closed. Its Boni- 
daries express in geographical terms the way 
| in which mot ties closed round 


her's anxieties C/O п 
| James, closed totally round his life after Ш 
suicidal attempt W licitly announ 


hich exp. ү, 
‘illness’. Thus mother could not leave him 
| alone in the house whi 


This is a pure example o 
biosis, in which the two deny 
and mutual influen 


‘out’) and are at t 


r room when she was in 
the house, for feat of Los getting os e 
5 being her responsibility for p eed 
was quite tremendous if he sat she сүз 
in another room. In contrast to 2 

es Was years 


ial j when James "**. Е 
i а dec hed him into à job. 


]l. She pus р 
this. Be- 
Subsequently she e gency for this 


| denied а 
| cause mother had been t a 
1 his 
| tension of his life, t° ami 1 
| was an extension of moti 
| thing which he had achieve 


could not venture er v 
i e co 
| md 2s place of work, such as 


the set bounds of his 


10 


le she went out, nor 
even alone in anothe 
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going into a restaurant for lunch. Beyond the 
boundary he had no identity, and he feared 
getting ‘lost’. 

The way in which an opening was eventually 
secured is now described. During the period 
when this family was being treated by one 
therapist, he was subjected by the family to an 
acute experience of isolation. Things conti- 
nued static, but for the single therapist they 
also became quite nerve-racking. Mother be- 
gan to put off interviews. A massive and dark 
resistance was being built up against the thera- 
pist which filled him with a sense of dark 
dread. Rejection was involved, but the sense of 
concealment added a feeling of terror which 
neither therapist has experienced apart from 
these families.* Before going to an interview, 
the therapist would polish his shoes, go over 
his clothes for stains, and perform other 
rituals, Such was the situation when he arrived 
for what was to prove a crucial interview: on 
arriving he warded off the dog and nervously 
sat down. Mother asked if he was afraid of the 
dog. He replied that he was not afraid of the 
dog, but “he was indeed very afraid of some- 
thing, though he did not know what.’ Mother 
then said that she had been getting so frightened 
before interviews that she had done everything 

ossible to cancel them. This frank admission 
warmed the therapist’s heart. He felt he had a 
companion in this underworld of fear. James 

erceived the change. He seemed very carefree. 
He said ‘Oh well, if you two have got it, ГИ 
leave you to carry on." Thus the therapist came 
to know what the ‘shadow of insanity’ was 
like in this family. He began to like mother. 

A month or so later, James became invi- 
gorated one evening and wrestled verbally with 
mother, he succeeded in creating an opening in 
the system. 

An opening in the system. The family was due 
to go away on 2 weeks holiday. This time 
James was not obliging—he did not want to 
go. This meant nobody could go. James chal- 

* We are familiar with this quality of dread 
from a few other families. We still do not know 
why it is so frightening, though in this case we 
later learned what was being concealed. 
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lenged mother, ‘Why should I be to blame for 
nobody having a holiday? I haven’t asked 
you [mother] to stay.” He put mother on the 
spot, and he did not opt out by providing 
her with a loophole. The therapist immediately 
offered to hold the opening open by seeing 
James when mother was away. Mother steeled 
herself for this ordeal by anxiety, saying ‘I know 
it will have to be tried sometime.’ She made a 
resolution to go. This mother has a type of 
integrity such that when she makes a resolu- 
tion, she keeps it come what may. Before she 
went James did everything in his power to stop 
her going. He unconsciously left around loose 
ends of doubt by which he had always stimu- 
lated mother's worst fears.* ‘I only casually 
mentioned that I may leave my job for a holi- 
day. I didn’t say I was going to.’ If James left 
his job, this meant to mother that the end was 
near. James explained his vagueness, ‘I thought 
that by being indefinite it would cause less 
worry.’ Vagueness is, of course, a powerful 
stimulant to persecutory anxiety. The thera- 
pist told James that he was showing signs of 
needing his ‘Mum’, a very strange idea to 
James. Just before she went, James for the first 
time showed his dependence on mother in 
natural form. He became very weak and col- 
lapsed on mother who had almost to carry him 
to bed ‘just like a little baby’ (M). Mother was 
quite warm to James. We had never seen this 
before. And James showed satisfaction in 
looking after mother, who was now showing 
some degree of disintegration— having a de- 
layed reaction to James getting better’, as the 
GP rather charmingly put it. Things began to 
move, and they have kept moving in the 
18 months since. 

In recognition of this differentiation, James 
and mother were now seen individually, with 
joint meetings when appropriate: 

James individually. Up to this point James 
had had no problems of his own; difficulties 
were what mother made. One day at work a 
colleague commented to James on his look of 


* ‘Unconscious’: after careful investigation on 
a number of occasions we are satisfied that this 
was unconscious in James. 
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exhaustion after clearing a room. James ра 
always thought that he did not exert himse 
like others because he never happened to W 
to, but now he asked himself the езп, 
* Could I? What, in fact, will I be able to do* 
James, who had had no identity outside 
mother's system, now created a living SPUR 
for himself. He made a friend and spent we 
ings with him. He had his own anxieties, he т 
something to lose, so that the therapist co г 
ask him if he had gone forwards ог backwar : 
between sessions.Three-person situations am 
alive. For instance, James wanted to know ! 
mother’s relation with Stepfather was one if 
the reasons for her wanting him to go on ho 
day with them. 

Muse individually. The account of ai 
closed system was written before the open 


ri 


to want $^ 


= 


has 
now described in the system. The account | 


been left unaltered. The following wa 
given by mother after the opening. noni Ж 
pendence between herself and J € had 
always been denied, she now recognize ut 
James was closer to her than anybody else. 
used to confide in him, ‘I was much paca 
James than Arthur [eldest son]. She reve 


rto 


‚ Be- i 
why James was closer to her than Arthur. 


^s ma 
hind her Ist experience with James ae 
father there was another more closely gu ality- 
secret of an event near to DOSP in q? 2 
Mother confessed that Arthur was e e 
After becoming pregnant by on ther, she 
2 years before marriage to James $ MET 
took an overdose (200 aspirins). Her When bY 
deep shame did not call the doctor. mother 
good fortune she recovered, ШЕ no con 
banished her to a ‘home’, and allowe he bore 
nexion with any family member. had the 
twins, one was dead at birth... She 
conviction that the wed Loci 
killed the other. Mother becam 
tried to murder the other twin [sd die 
nuns at the ‘home’ prayed ‘that if I wa » 
the other twin would die too’. Her 
feeling of loss and the focus of com! 
is centred on the dead twin ‘whom 
allowed to see’. To this day she retains 2d 
viction that Arthur killed the other, 


І was 

23 
he co 
the Cipe 


mother 1n ,. 
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feeling has constantly been with her that ‘one 
day I shall meet the other’. There seems little 
Xy doubt that James is connected in mother's 
feelings with the dead twin, and with the psy- 
chotic father, and with herself through the 
overdose. Mother felt that she had betrayed 
James by calling in the doctor after the over- 
dose by exposing him to the authorities. She 
had always felt indebted to her mother for not 
calling the doctor for hers. It seems likely that 
this appalling experience of isolation and re- 

. jection suffered by mother plus her psychotic 
» episode were the basis of the experience to 
which she subjected the therapist, because she 
now revealed that she had cancelled the inter- 
views because she thought that the therapist 
had got to know about this event in her past, 


(which he had not.)* 1 
It is characteristic of these parents that 


— mother regarded having the twins as an in- 
ï, delible БЕ forevert on her life. She felt in- 
debted to her mother by being allowed in her 
house again, but until the therapist mentioned 
it, the question of reconciliation with her 
mother had never crossed her mind. But now 
she recollected having heard from a sister that 
«her mother had given indications of a need for 

forgiving the past, and of being. forgiven. 
A few months later mother gave a perspec- 


tive on satisfaction, dependence, and s 
tion of the right to exist (links). ‘Since te ne 
you about it, 1 no longer feel I owe them [her 
mother and family] something...I feel sad now 

ith their children, that I 


væ When I see mothers Wit 
| 
* This is an ex 


of her expectation that 
іп’ нетрі to keep 
| ‘totally 10 and her а 

etd Б he assumed that E ba 
pist knew all (totally in) although гай : Din 
i eani е no ciel Eus asa 
tot . The therapist ех І à 
eee ос concealment of something re 
flecting on himself. 1 T 
a T Little ritualistic s may vo e x 

i id ха n H 

кл insecure period following ай 
һег ier ne Jeft, mother kept the price of des 
in a tin as a last resort: 15 yeas сыз. үп 
relative affluence, she still kept the price 


ina tin. 
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could not allow myself to enjoy the children. 
I felt they did not have a right to be there. I just 
looked after them. This is probably why James 
has grown up like he is [denying all personal 
needs and satisfactions].' Mother, in fact, felt 
relieved of an obligation to her mother to deny 
her children's existence, and to deny all en- 
joyment in her relation with them (denial of 
links). 

This case draws together all the themes in 
Parts 1 and 2. Dependence linked to identity is 
denied, entitlement to satisfactions in a re- 
lationship is denied, the patient is identified 
with a dead person, along with the specific 
marks left by a HIST and a DOSP-like event. 
This case has also introduced the dimension of 
*unforgivingness' to the defence of disaster- 
mindedness, thus giving this defence a history 
and a motivation extending back to the pre- 
vious generation; hurts and conflicts are 
treated as beyond forgiving, beyond even the 
idea of reparation, and as being final. This 
finality expresses the essence of the pattern we 
see as setting the seal on closure and fixing the 
unremitting rigidity of the shadow attitude. 
Temporary closure in response to shock and 
hurt could be normal, but a background such 
as has been described for family 4 provides 
some answer to the question why human re- 
latedness in these families may never be re- 
sumed. There are to be no tears—ever. 

One may ask whether things need have 
reached the point of ultimate closure, which, 
once it occurs, could be as damaging as any- 
thing which has gone before. From the point 
of view of providing outside help, this question 
may seem academic, since it is intrinsic in the 
situation that the parents’ attitude does not 
allow them to seek help, partly because of their 
persecutory anxiety and its attendant fear of 
being indebted to others, and partly because 
to seek outside help means that ‘it’, the di- 
saster, has already happened. The parents fear 
to make themselves the agents of what they be- 
lieve to be ‘fate’. But in families which are not 
so heavily overdetermined, as for example a 
HIST through the maternal grandmother in 
mother’s first 5 years of life, incidental hurts, 
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rejections or losses may well play a more im- 
portant role. In such cases the pre-illness rela- 
tions do not appear to have been entirely sym- 
biotic. Closure may obscure and occlude the 
more mature areas of development that have 
been reached.* The indications from the pre- 
illness symbioses which have come to light are 
that if satisfaction and life can be allowed in 
the symbiosis, things can begin to move again, 
parents and patient may start to grow out 
from it. Through our research we have found 
that it is most unwise to try to work with the 
patient alone without involving the parents, or 
by involving parents and patient separately in 
treatment, and equally unwise to denigrate the 
symbiotic relation between parent and child. 
Apatient’sfirstloyaltyisalwaysto the parent(s). 
Our influence with James was not through our 
capacity to understand and relate to him better 
than could his mother, but through our being 
able to value his bond with, and loyalty to 
her. This was central in our attitude. Any at- 
tempt to break this bond with a mother who 
invited us to see her in the worst light would 


* For a concept of “developmental arrest? see 
Gedo (1966). 
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certainly have resulted in James being lost to 
our influence. The positive element of the sym- 
biosis is the point of potential development. у 

A generational pattern, usually overdeter- 
mined, has been sketched in throughout this 
paper. In summary we may say that a pue 
readiness for closure is based on both 2 
‘obligation’ to break and a fear of breaking 
these early lifelines of existence Deger 
mother and infant; and that this pattern O 
obligation and fear involves at least three gene 
rations (see Bowen, 1965). 
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Freud’s position on problem solving in dreams 


By SAMUEL D. LIPTON * 


British Journal 


In the June 1966 issue of The i 
thors indepen- 


of Medical Psychology two 20 
dently discuss Freud's opinion on problem 


ing i imilar conclu- 
solvi eams and reach a simular t 
poe ‘Freud either did 


not make up his mind about this issue or varied 


in his point of view from time to үш doa 
vacchini (1966) states, concerning the 9 | 
tion of whether the dream has problem-so n 
qualities, ‘Freud felt divided on this point 
Since it seems to me that Freud s i pa 
this matter was entirely o ae 
equivocal, it may be worth while to 


is view- 
the evidence that suppor‘ of dreams" (1900, 
In ‘The interpretation of = adiens 
‘Repor! 
pp. 64-5 Freud wrote, ^ ; de 
Cases as el as the collection are it began 
by Chabaneix (1897) antes йе intellec- 
dispute that dreams сап CONT. ions 
е on of daytime and bring te a day 
Which had not been reached duri ou 
and that they can resolve doubts an x ois 
and be the source of neW vv eee Te fact 
and musical compose, But plications are 
dispute; : 
“з do ien hm which raise matters m 


ites, For there 

ibid. . Freud writes, 1 ^4 
E 4 P ME most complicated in 
eye ke place. - „just as т 


i ak 
wn np i again appearances 


Waking thought. BU "aterpretation of 
:nto the interp. 
are deceitful. If We ae nd that the whole 


dreams such as the 


Of this 1 „of th 
this is part of тергезеп 


е material of the dream 


tation of intellec- 
thoughts and is not a rep! 


eam itself." 
ing the dream ? 
i мавр erf ormed d end states that the 


Оп page 445 (0! thing more than a 
dream-work consist 
Combination of COP 
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consideration for representability, and secon- 
dary revision and adds, in regard to the ques- 
tion of intellectual activity, ‘Everything that 
appears in dreams as the ostensible activity of 
the function of judgement is to be regarded not 
as an intellectual achievement of the dream-work 
but as belonging to the material of the dream- 
thoughts and as having been lifted from them 
into the manifest content of the dream as a 
ready-made structure.’ Freud then proceeds to 
give a series of examples in which the osten- 
sible intellectual activity was analysed and was 
shown to be part of the dream thoughts. He 
then concludes (p. 459) that an act of judge- 
ment in a dream is only a repetition of some 
prototype in the dream-thoughts. As a rule, 
he adds, the judgement is inappropriate, but 
occasionally ‘it is so neatly employed that to 
begin with it may give the impression of in- 
dependent intellectual activity in the dream.’ 
On page 506 (ibid.) Freud takes up the ques- 
tion which earlier, on page 445, he had said was 
wrongly framed; that is, whether the mind 
operates in dreams with all its faculties or only 
part of them. Now he states that in the terms 
stated the answer would have to be affirmative 
to both parts of the question. The paradox is 
resolved because two separate functions may 
be distinguished in the formation of a dream; 
the production of the dream thoughts and 
their transformation into the content of the 
dream. The dream thoughts are entirely ra- 
tional and are constructed with an expenditure 
of all the psychical energy of which we are 
capable. They have their place among the 
thought processes which have not become con- 
scious, processes from which, after some modi- 
fications, our conscious thoughts, too, arise. 
However many interesting and puzzling ques- 
tions the dream-thoughts may involve, such 
questions have, after all, no special relation to 
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dreams. On the other hand, the second func- 
tion of mental activity during dream-construc- 
tion, the transformation of the unconscious 
thoughts into the content of the dream, is 
peculiar to dream life and characteristic 
of it. 

A footnote added in 1925 takes up the prob- 
lem of distinguishing between the latent 
thoughts and the dream work. Freud states 
that the obstinate error of confusing the two 
has now become more common than the for- 
mer error of confusing the manifest and the 
latent content. At bottom he writes, dreams 
are nothing but a peculiar form of thinking 
made possible by the state of sleep. It is the 
dream-work which creates that form, and it 
alone is the explanation of the peculiar nature 
of dreaming. *The fact that dreams concern 
themselves with attempts at solving the prob- 
lems by which our mental life is faced is no 
more strange than that our conscious waking 
life should do so; beyond this it merely tells 
us that that activity can also be carried оп in 
the preconscious—and this we already know." 

In connexion with his criticism of Silberer's 
formulations (ibid. p. 524), Freud again takes 
pains to separate intellectual functioning from 
the dream work. 

Freud acknowledges (ibid. pp. 554-5) that 
day residues, explicitly including unsolved 
problems, carry thought activity over into 
sleep and sustain mental processes in the pre- 
conscious system. Further, these preconscious 
residues find their way into dreams and make 
use of the content of dreams to penetrate into 
Consciousness. They may dominate the con- 
tent of a dream and ‘force it to carry on the 
activity of daytime’. It is clear that Freud 

postulates that preconscious thinking can go 
on during sleep without dreaming as well as 
with it. In order to find a place in a dream the 
preconscious idea must be linked with an un- 
conscious one. 

On pages 564-5 (ibid.) Freud states that it is 
now possible to explain even those cases in 
which a dream, pursuing the activities of day- 
time, arrives at a happy solution of some un- 
solved problem of waking life. His explanation 


is that the help of infantile wishes had been en- % 
listed to reinforce preconscious activity. Here E 
again problem-solving is attributed to pre 
conscious activity, not to the ee К 

On pages 579-80 (ibid.) їп a footnote ad a 
in 1914, Freud discusses the ‘correct observa 
tion’ of Maeder’s that some dreams sri 
attempts at solving conflicts and menion 
Adler’s idea that dreams ‘think ahead 2 
mentions Dora's dream in which an и 
was expressed. Again he writes that this once 
activity—thinking ahead, forming an ^. 
framing attempted solutions—has no p таг? 
dream-interpretation. These are the pro MI 
of the unconscious and preconscious ien of 
of the mind. They may persist in the ae 
sleep as day residues and combine with an i 
conscious wish in forming a cc rni ad 
dream's so-called function of thinking a ae 
is rather a function of preconscious үө “te 
thought, which may be revealed to us d 
analysis of the dream. We must iir d оа 
fusing thedreamwith ae 

On page 613 (ibid.) Freud states, і a we 
carries on the activities of the day icm vasi 4 
pletes them and even brings. valua t of fion 
ideas to light, all we need do is strip : rier 
dream disguise, which is the produc heri 
dream-work and the mark of acm fie 
dered by obscure forces from the depth » 
mind. ..; the intellectual achievement Е бу 
to the same mental forces which снаа 
similar result during the daytime.’ Соп cae 
he commented that the conscious — «ob? 
intellectual and artistic productions is P 
ably overestimated in waking De g 

In ‘The ego and the id’ (Freud, E 
Freud writes, ‘On the one hand, we 
dence that even subtle and СШ Т stren- 
tual operations which ordinarily wih out pre 
uous reflexion can equally be carriec Я 
consciously and without coming 1 
sciousness. Instances of this are Чал , 
contestable; they may occur, ae 
during the state of sleep, as is 51 хай g 
someone finds, immediately after Moe 
that he knows the solution to a ш һай 
matical or other problem with whic 


3, p. 26)» 
ave ем!“ 
intellec 


been wrestling in vain the day before.” It is 
noteworthy that there is no reference to dream- 
ing in this statement. Again in a footnote here 
Freud cites the misunderstanding that has 
arisen in connexion with the dream-work. 

On the basis of this evidence it seems rea- 
sonable to conclude that there was no incon- 
sistency in Freud’s position. Indeed, since the 
matter involves the distinction between the 
primary and secondary processes and the 
fundamental importance of the discoveries of 
the mechanisms of dream formation incon- 
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sistency could hardly be expected. On the con- 
trary, Freud seems to have maintained with 
repeated re-emphasis that problem-solving and 
other intellectual work was due to the activity 
of the preconscious thought processes and 
never part of the dream-work. Of course he 
repeatedly acknowledged that preconscious 
intellectual activity can go on during sleep 
and may be revealed in dreams, but he insisted 
that to call this activity of the preconscious 
‘dreaming’ or the dream-work was a basic 
error. 
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INTRODUCTION 
It is widely recognized that those patients 
who present to the psychiatrist with neurotic 
|, symptoms are far from being the only people 
with these symptoms. Many of the factors 
^ which keep such people away from psychia- 
| trists are probably accidental in the sense of 
_ being unrelated to their psychological charac- 
| teristics. It is nevertheless important to seek 
out possible psychological variables which 
. might differentiate between these two groups. 
^ Freud (1924) wrote: ‘The distinguishing 
n mental features of melancholia are a pro- 
рУ foundly painful dejection, cessation of interest 
i in the outside world, loss of the capacity to 
. love, inhibition of all activity, and a lowering 
of the self-regarding feelings to a degree that 
finds utterance in self-reproaches and self- 
| ,revilings, and culminates in a delusional ex- 
pectation of punishment. This picture becomes 
| alittle more intelligible when we consider that, 
with one exception, the same traits are met with 
A \ in mourning. The disturbance of self-regard is 
" absent in mourning; but otherwise the features 
( “are the same.’ It seemed reasonable to guess 
‚ that this distinction might well be extended to 
E Xhose who affirm more than a certain number 
|! оғ items on the Personal Illness Scale of the 
j . Symptom-Sign Inventory (Foulds, 1965), some 
, of whom seek and some of whom do not seek 
| psychiatric help. It was therefore hypothesized 
| that groups of such people would differ in re- 
\ spect to a measure of Direction of Hostility 


* 


" ). Those not seek- 
3 ‘ing help, despite symptoms, should be signifi- 
> cantly less in given to self- 
-reproaches and self- 


* University Department of Psychiatry, Edin- 


burgh. 


f 
| 


151 


‘Neurotic’ symptoms, intropunitiveness and psychiatric referral 


By G. A. FOULDS* AND P. R. MAYO* 


PROCEDURE 


Of the 73 normal women used in the con- 
struction of the Personal Illness Scale, 12 
scored 4 ог more (i.e. 16%). In the present 
study only 83 women had to be examined in 
order to produce 20 who scored ‘neurotic’ 
(i.e. 24%). This difference may perhaps be ac- 
counted for by the fact that all of the present 
subjects were convalescing in General Hospi- 
tals (even though likely psychosomatic condi- 
re eliminated), whereas only a propor- 
inal sample fell into this cate- 
remaining 63 normals, 20 were 
m to represent non-psychiatric 
imits on the PI 


tions we: 
tion of the orig 
gory. From the 
drawn at rando 
cases scoring within normal 1 
scale. 

For comparative purposes 20 neurotic 
women (in- or out-patients) were drawn at ran- 
dom from a large pool after scorers of more 
than 10 on the Personal Illness Scale had been 
eliminated. This was done in order to achieve 
approximate equality of PI score for the two 
groups. All subjects had done the Hostility 


Scales. 
RESULTS AND DISCUSSION 


h high PI scores differed 


The two groups wit 
Direction of Hostility 


significantly only on 
(x? 6-40 for n = 1; P«0:02). 

on the Personal Illness 
neurotic’ and* normal’ 
PI scores 


Table 1. Mean scores 
and Hostility Scales of * 
women with high and low 


Age PI Hostility 
(years) scale 
Direc- 
Total tion 
20 neurotics 38:40 6:05 16:03 7-10 
20 normals 3870 570 15-55 175 
20 normals 39-20 1:35 12:50 0:50 
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Of the 20 ‘neurotics’, 14 scored 6 or more in 
the intropunitive direction against 6 of the 
‘normals’. Self-reproaches and self-revilings 
appear therefore to be less prominent in a 
group of women not seeking psychiatric treat- 
ment, who nevertheless have symptoms very 
similar to those of a group seeking such treat- 
ment, There are doubtless other variables of 
importance for making this distinction. Among 
them are possibly the trait of dependency and 
the presence or absence of a confidante. 

The normals with low PI scores were signi- 
ficantly less hostile than normals with high PI 
scores (y? = 6:67; P<0-01) and than neurotics 
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(х2 = 8:29; P<0-01). Only 4 low PI normals 
scored over 14 on total hostility against 12 and | 
13 in the other groups. . 

Non-psychiatric cases with appreciable 
symptomatology of Personal Illness are dif- 
ferentiated from non-psychiatric cases without 
appreciable symptomatology by their greater 
hostility and from neurotics by their lesser 
intropunitiveness. Either high hostility pre- 
dominantly expressed intropunitively increases 
the likelihood of a person entering psychiatric 
treatment or those who have acknowledged 
themselves as being sick blame themselves. 


FREUD, S. (1924). Mourning and melancholia. In 


Collected Papers, vol. 1v. London: L. and И 
Woolf and The Institute of Psychoanalysis: 


son as useful an 
oms are regar 


te hindrance 
king or being committed 


Brit. J. Med. Psychol. (1967), 40, 153 


Printed in Great Britain 


Obsessional tra 


153 


its and emotional instability in a normal population 


By PAUL KLINE* 


Orme (1965) has claimed that a general fac- 


tor of emotional instabilit 


of the diagnostic value of many pe 
hiatric patients. Using 


ventories used with psy¢ 
a simplified form of a s 
symptoms (Hazari, 1957) 
stracted from the Т 
Inventory (Sandl 
form of the Cattel 
of this emotional instabil 
the substantial correlatio 
scales that these obsession: 
timately related to the a 


emotional instability. Th 
t, he concludes, 


sonality is in fact, 
that has the general fea 


y accounts for most 
sonality in- 


cale of obsessional 
which had been ab- 


avistock Self Assessment 
er, 1954) and a simplified 
1factor О scale, as a measure 


ity, he argues from 
n between the two 
al symptoms are in- 


dmission of general 


e obsessional per- 
a personality 
tures of emotional 


instability. 
the work of Hazari 


These results support 


(1957), who, using forty ite 
t related to obsessional 


claimed on the basis of a 


stock Inventory tha 


traits and symptoms, 
of S 


ms from the Tavi- 


cores on this scale 


normal distribution is sca 
tients that obsessionality 


among 100 neurotic ра 
was a general feature of 
this work seems vitiated b 
seems to ignore the 
Janet and stresse 
symptoms and perso 
in the neuroses— 

experimentally investigate 
Sandler & Hazari (1960). 

and Foulds & Caine (1958 
difference lies in the fact, 
writers, that the person? 
syntonic in nature and are 
d even va 
signs and sympt 
trary as a defini 
cause ofthe patient see 


* Inst. of Education, Uni 


d by Freu 
nality t 
a distinctio 


neurosis. However, 
y two points. Orme 


distinction first made by 


d (1913) between 
rait constellations 
n which has been 
d by Hazari (1957), 


Foulds (1961, 1965) 


, 1959). Broadly the 


‚ according to these 


lity traits are ego- 
regarded by the per- 
luable, whereas the 
ded on the con- 
and may be the 


iversity of Exeter. 


for treatment. In fact, in psychoanalytic terms 
the traits represent a successful ego defenc 
while the signs and symptoms are evidence of à 
breakdown of defence mechanisms. i 

Hazari, on the other hand, though stressin 
this distinction, draws conclusions from his xa 
sults with neurotic patients without a —— 
control group. Thus the fact that scores on the 
obsessional scale are distributed normall 
through aneurotic population would be of = 
siderably less interest if it could also be shown 
that they were thus distributed throughout a 
normal population. In that case what would 
discriminate normals from neurotics would 
be the level of score rather than the fact that 
they scored at all. There remains another 
point: Orme claims that the short 13-item scale 
is a satisfactory measure of this general emo- 
tional instability measured by the M.M.P.I 
M.P.I. and the 16 P.F. Though this may well be 
the case it was decided to use the M.M.P.I. itself 
along with the Hazari scales to further examine 
the problem of the relation of obsessional 
traits, obsessional symptoms and emotional 
instability and also the question of the dis- 
tribution of obsessional traits and symptoms 
within a normal population. 


TESTS USED 

(1) M.M.P.L as à measure of emotional in- 
stability. 

(2) Hazari 16-item test of obsessional 
character traits. 

(3) Hazari 17-item test of obsessional 
symptoms. 

These 33 items were selected on the basis of 
the factor analysis of the 40 items in the ob- 
sessional scale from the Tavistock Self Assess- 
ment Scale, reported by Hazari (1957) and 
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Sandler & Hazari (1960). This analysis showed 
quite clearly that these 33 items fell distinctly 
into the two groups of symptoms and traits 
and that there was a very low and non-signifi- 
cant correlation between them. For this reason 
the items were regarded as forming two sepa- 
rate tests and were not scored together. 

(4) Beloff (1957) anal test used as another 
measure of obsessional character traits. 


SAMPLE 


Ninety-three subjects (mean age 22 years) 
completed the tests for this study: eighty-one 
were a random selection of students in a col- 
lege of education, the others were experienced 
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teachers attending a voluntary evening course _ 


of professional study. They can, as regards | 
personality, be regarded as normal in that over 
the last three years none had been receiving 
any kind of psychiatric treatment or was at 
present in receipt of it. All were assured of the 
confidential nature of the results and that the 
outcome of their studies would in no way be 
affected by any of the scores. In fact rapport 
seemed good and there was no evidence of 
false or facetious responses. 


TREATMENT OF DATA 


Means, standard deviations, correlations, 
principal components and a rotated factor 


Table 1. Means and standard deviations 


Scale 


£ 


Mean S.D. Scale Mean 5р. 

Beloff 11-40 3-51 mf 5542 10:23 

Hazari traits 639 316 pa 5143 d 

Hazari symptoms 5:52 3:44 pt 52:08 "e 

M.M.P.I.F. scale 5:17 713 sc 51:74 8 6 

Hs 48-04 6:57 ma 58:09 p. 

D 54-56 9-94 sc 52:53 8 

Hy 53:93 8-48 

Pd 53-14 11:60 

Table 2. Varimax Rotated Factor Analysis 
(In all cases a decimal point should be read before the loadings.) 
Factor 
= 

Scale 1 2 3 4 5 6 ал 
Beloff 075 863 149 088 010 025 » 
Hazari traits — 289 768 —130 041 261 147 68 
Hazari symptoms 396 348 215 512 234 —201 19 
M.M.P.LF. scale 098 —016 096 101 —870 =053 61 
Hs 739 130 078 — 006 —184 251 70 
D 647 009 Lors 3719 —29%6 199 78 
Hy 704  -219 363 — 266 014 187 15 
Pd 785 | —152 123 — 086 —040 -302 6А 
Mf 250 358 065 007 —231 625 57 
Pa 6722 234 933 074 216 091 89 
Rt 705 096 380 a 067 =10 30 
5с 708 013 440 9 -128 -2 34 
Ma 211 223 646  —Q4 039 -33 84 
Si 036 — -—004  —108 оо -144 003 80 
L 028 255 | —832 023 084 —0% 
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| analysis (Varimax, 1958) were worked on the 

f. pe University Atlas Computer. 
\ 

DISCUSSION OF RESULTS 


The mean scores of the clinical scales of the 
M.M.P.1. show clearly enough that the group 
may be regarded as of normal personality. 

However, the rotated factor analysis is the 
evidence that must be considered regarding the 
first problem of this paper—the relationship of 

. the obsessional personality to general emo- 
a tional instability. The first factor emerging 
from the rotation is a factor common to all the 
M.M.P.I. clinical scales except the social intro- 
version measure and may be identified as a 
factor of general neurotic symptoms or, as 
Orme claims, a factor of general emotional in- 
stability. The second factor is clearly a factor 
concerned with the obsessional traits since the 


- only high loadings are Оп these tests. The only 
other moderate loadings are on the test of ob- 


sessional symptoms and the homosexual scale 
of the м.м.р.1. This is very interesting in the 
light of the psychoanalytic claims regarding 
the aetiology of obsessional traits and symp- 
toms (repressed and erotism) and the part 
Freud claims (1913) this plays in certain homo- 
sexuals. The third factor is of little interest to 
this study and may be easily identified as the 
| ' Social desirability factor which so a ce pe 
sonality questionnaires ofthis type. T h e e 

factor is important, however, since itis on thi 
м. factor that the Hazari obsessional symptom 
test has its highest Joading. This fourth factor 
must be identified as One of social i be 
thus supporting to some extent the Eysenckian 


rts. 
n that obse on s are nt 0 ve 
sessi al eurotic intro 


d by the loading 
p.I. on it. The fifth and 
f little interest in this 


— 
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* ‘study, being concerned with the F scale and 

ү To summarize the broad find- 
nalysis three relevant 


in d factor a 
gs of the rotate arly the general factor 


factors emerged, 0n? cle 
of emotional instability; the second a factor of 
third a 
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factor of social introversion. The similarity of 
this analysis to the second-order structure in 
the 16 P.F. test and the E.P.I. is striking, if it is 
remembered that they do not have any ob- 
sessional measures. 

To what extent, then, if at all, do these re- 
sults support the claim of Orme that the ob- 
sessional personality has the general features 
of emotional instability? There can be no 
doubt, first of all, that these results support 
the sign, symptom/trait dichotomy (Hazari, 
1957; Sandler & Hazari, 1960; Foulds, 1961, 
1965). Thus the two personality-trait tests 
form a factor on which the symptom test has 
only a moderate loading and these two same 
tests have very small loadings on the factor 
mainly concerned with the obsessional symp- 
toms. Further, the fact that the two trait tests 
load in one case very low and in the other nega- 
tively on the first factor supports the ego- 
syntonic ego-dystonic nature of the distinc- 
tion. That such a dichotomy has been shown 
to exist seems to make Orme’s use of the term 
the ‘ obsessional personality’ too loose and of 
dubious accuracy in that it was based on a 
test of obsessive symptoms rather than charac- 
ter or personality traits. However, even if it is 
accepted this sign/trait distinction exists and 
that Orme was in fact referring to obsessional 
symptoms, these results do not really support 
his contention that these symptoms are inti- 
mately related toa general factor or emotional 
instability. Thus this scale has its largest load- 
ing on the social introversion factor and only a 
moderate loading on the general factor and on 
the obsessional personality factor. It would be 
therefore far more true to these results to argue 
that obsessional symptoms are related strongly 
to social introversion and only moderately to 
the general admission of neurotic symptoms. 
This moderate loading on the obsessional-trait 
factor is interesting in light of the dispute as to 
whether or not the obsessional personality is 
the precursor of the obsessional neurosis (e.g. 
Curran & Partridge, 1953; Henderson & Gil- 
lespie, 1956). 

Consequently, from this factor analysis it 
must be concluded that obsessional personality 
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traits are distinct from obsessional symptoms, 
and that contrary to the findings of Orme, 
these symptoms are only moderately related 
to a general factor of emotional instability but 
rather are associated with social introversion. 
Hazari (1957) had argued from the normal 
distribution of scores on his two tests combined 
that the obsessional personality is a feature of 
the neurotic personality. The factor analysis 
which shows that the sixteen items of the ob- 
sessional trait scale are not connected with the 
general neurotic factor and the fact that this 
normal population has a mean score of six 
with a standard deviation of three, so that on 
this test any score of between 3 and 9 can be 
regarded as very ordinary for normals, both 
demonstrate that scoring on this test is cer- 
tainly not discriminating normals from neuro- 
tics, and a very high score would also not be 
indicative of neuroticism. On the symptom test 
the mean score for the group was 5 with a 
standard deviation of 3, so that 2-8 may be 
regarded as scores that are by no means un- 
usual for normals. The factor analysis indi- 
cates that high scores would only to some extent 
indicate general emotional instability but 
would rather indicate social introversion. Thus 
the fact that subjects score on this obsessional 
symptom scale does not of itself discriminate 
normals from any other groups; rather the 
level of score is important. Even then if level 
of score on these scales were used, further evi- 
dence would be needed since with this normal 
group scores on the trait scale ranged from 
0-14, though the distribution was positively 
skewed, as it was on the symptom scale where 
the range was the same. Thus using the argu- 
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ment of Hazari it is fair to say the possession 
of obsessional traits and symptoms is a fe dii 
ture of normal personalities. As a final chec " 
the scores on the combined scale were еви | 
ined and the above conclusion was meee | 
by the fact that the combined range was 1-25. 


CONCLUSIONS 


The conclusions from this study are a 
that the symptom sign/trait dichotomy € 
valid and useful one in the study of obsess! e 
Further, the claim of Orme relating ени 
sionality with general emotional instabil Mes 
not substantiated. His work may have ee 
vitiated by the unreliability of his c 
this general factor. Finally, the danger © with 
the Hazari obsessional-symptom scale be 
neurotic groups alone without Bore us on 8% 
groups or until it has been Munda e» 
normal population has been shown. eir 
evidence that obsessionality 1s а pm A its 
neurotic personality is robbed of muc ^ 
interest by the fact that it is clearly 4 tudy 
of the normal personality. However, 4 "sible 
of the levels of obsessionality is hardly po А 

I 


without thorough standardization. 


SUMMARY 


Tests of obsessional traits and i pt sla 
emotional instability were given to i 
or normal personality. The re ations p 
these variables were examined UR 
the light of recent investigations е4 
cluded that the trait/symptom dichoto E 
but that the Tavistock Obsessional Sc 
careful standardization. 
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A note on Freud’s ‘empty’ neuron 


By BURTON S. GLICK* 


Freud’s ‘Project for a scientific psycho- 
logy’, written in 1895 inan astonishingly short 
time considering its range and complexity, was 
a systemized attempt to describe psychological 

. phenomena in quantitative, physiological 
= terms; to discover, as it were, the physiological 
basis of psychical processes. Working within 
the meagre confines of the neurophysiological 
knowledge of his day Freud used both intuitive 
imagination and rigorous, deductive logic to 
make some brilliantly correct and some grie- 


vously erroneous stabs into the neurophysio- 
d (Glick, 1966; Holt, 1965; 


« Benjamin, 1965; Rubinstein, 1965; Pribram, 


1965; Lewis, 1965; Klein, 1965) . 
Freud opens the work by proposing two 
“principal theses’. The first thesis describes the 
“principle of neuronic inertia , which asserts 
that ‘neurons tend to divest themselves of 
-quantity’.; It is the ‘primary function of 
neurons and neuronic systems to discharge 
any quantity they may have acquired ue 
render themselves free from. stimuli. ; ow 
ever, because of the ‘exigencies of life this 
trend toward a reduction of the level of tension 
to zero cannot be maintained and the as 
^а System ‘must learn to tolerate a store о T. 
tity sufficient to meet the demands for ue Б 
action’, at the same time attempting, id Е ч 
Possible, to keep the quantity down an 
* Department of Psychiatry, bere 
Versity School of Medicine, New Yor! 1б, P 3 
t Freud quite early in his career (c. : ш 
the basis of his microanatomical вео у 
fish nerve cells, had tentatively suggeste T p 
Phological and functional unitary conception | 
the nerve cell and its processes. This was severa 
years before the final establis 


hment of the neuron 


i from Waldeyer's 
theory which is usually dated fron : 
pecus of 1891. Here the term neuron' first 


appeared. 


stant. The latter mechanism describes the 
‘secondary function’ of neuronic systems. 
The second thesis deals with the concept of a 
‘cathected’ neuron, i.e. one filled with a cer- 
tain quantity of excitation, ‘though at other 
times it may be empty’. Holt (1965) traces the 
origins of Freud's cathectic principle to Ex- 
ner's (1894) *increased tonus' and Breuer's 
(1895) ‘tonic excitation’ of cerebral and nerve 
centres. In an analogous sense, then, a 
cathected neuron is one in a 'tonic' state, 
ie. it contains a quantity of excitation. At 
first glance it would appear to be obvious 
that cathexis represents a stable condition as 
opposed to the dynamic movement of a pas- 
sage of current (which, theoretically, would 
for a shorter or longer time empty a neuron of 
its cathexis). However, it is apparent that 
Freud had great difficulty in maintaining this 
static set—cathexes increase and decrease; 
they shift laterally, “go to’ and ‘come from’; 
they may be weak or strong, constant or 
changing, withdrawn or sent out. Freud him- 
self must have eventually recognized the para- 
doxical and contradictory nature of his con- 
cept. Holt (1965) makes this clear: ‘As time 
went on, Freud began to use cathexis as a 
general term for the energy of the neural or 
psychic apparatus and referred to this energy 
when in a sedentary, non-transmitted state as 
bound.’ Thus, Freud finally resolved the issue 
by postulating what are, in essence (to adhere 
to his original terminology) two kinds of 
cathexis: bound and free (or mobile). In this 
manner the artificial disparity between cathexis 
and passage gave way to what was perhaps a 
closer approximation to the realities of the 
neurophysiological situation. There is a kind 
of ‘all-or-none’ quality to Freud's definition. 
That is, a neuron is either cathected with a cer- 
tain amount of quantity or it isn't. Is there any 
11-2 
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evidence for the existence of an empty neuron; 
one devoid of quantity? Is the primary func- 
tion of complete neuronal inertia a tendential 
reality? Freud felt that this state is what the 
organism is constantly striving to attain—and 
for its own benefit. 

The idea of an exhaustive divestment of 
quantity or energy is philosophically and 
physiologically intriguing from the viewpoint 
of its ultimate inferences. It raises the question 
of the fate of neuronal systems which remain 
or become unused, uncathected and anergic. 
In this regard the possibility should be kept in 
mind of eventual atrophy, either organic or 
functional (but in both instances, finally, 
psychological). No less an authority than 
Eccles (1953) accepts evidence for the existence 
of an atrophic reaction of nervous tissue based 
on disuse, which is our first hint that a chronic 
“emptiness” of neurons bodes no good for the 
organism. 

Research has afforded us irrefutable proof 
of the significant relationship between altered 
degrees of neuronal stimulation and conse- 
quent thought and behaviour. In the area of 
sensory manipulation we see that the dis- 
ruption or diminution of a constant, familiar, 
organizable sensory input results in dis- 
ordered psychical functioning (Bexton, Heron 
& Scott, 1954; Lilly, 1956; Solomon, 1961). 
The process of imprinting is a further example. 
In the case of the Harlow & Harlow (1962) 
maternally deprived monkey-mothers who 
themselves couldn’t mother, we are almost 
tempted to say that the neuronal circuits (and 
biochemical changes) concerned in the special 
situation of mother-infant interaction, having 
in these cases never been set in motion (i.e. 
never cathected—‘empty’), had suffered a 
functional agenesis. In general, much evidence 
points to the devastating effect of stimulus- 
free fields with their consequent poverty of 
neuronal discharge. 

Benjamin (1965) and Holt (1965) summarize 
a group of experiments which clearly indicate 
not only the unpleasant and harmful aspects 
of afferent isolation but also the existence of 
spontaneous cerebral electrical activity and 
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the rewarding effects of electrode self-stimula- ү 
tion of specific and discrete cerebral areas, ү) 
the discovery of positive reinforcement ae 
well as aversive) centres in the limbic g E 
Benjamin (1965) concludes: ‘The concept A Ё 
the organism strives to keep stimulation 5 
minimum, or if possible at a zero wm. 
without biological foundation.’ Holt ( "- 
asserts that this same principle of consta 
(an important one in psychoanalytic thoug 

is ‘quite without any biological basis’. 

If we consider in theory a neuronic sys кт) 
which has succeeded іп its * primary neq 
i.e. has divested itself of all quantity жиз t 
dered itself free from stimuli, we wou and 
entitled to feel that we were dealing € 
‘dead’ system, although technically |o ad ^ 
the processes of life might still be go! E | 
within it. On closer scrutiny, however; | 

| 


stem 
, 


comes obvious that the complete os if 
functioning of an organisms's nervous vee 
means physical death. If one wishes to m 
a volitional element to a situaton ien пей Ж 
clearly the ultimate expresson of s iim 
ronic inertia it becomes apparent that опи? 
concepts of empty neuron and zero Atl wist 
an early expression of the Freudian a thing 
or * Nirvana principle’. If there is A “hapi 
as primary neural function it coure: P (deli- | 
best be formulated in the a ont? | 
berately simple) terms. It is the Propagate a 
tion of neuronic systems to ү of fre- 
temporo-spatially organized ser p: he seco?” 
quency-coded electrical impulses. tentze 
dary function, then, might be ee withi? 
the need to keep such neuronal acti 3 to the | 
certain limits in order to prevent iei func 
organism and to provide for its op" unctio, | 
tioning. Freud's concept of apo realm of. 
as it stands, certainly belongs 1n ee consi еї. 
the pathological unless опе wishes vitably ге“ 
the certain death which would ine ormal of 
sult from its total operation 2$ creatur 
natural at all times for every living s ie ente 
a philosophical concept most difficu 
tain. 

The scant and at times faulty neu 
gical data of Freud's era place 
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particular disadvantage in his struggles with 

` the empty-neuron concept. He could not have 
been expected to have information concerning 

the resting potential of nervous tissue in as 
much as Bernstein’s membrane theory was not 
advanced until 1902. Hodgkin & Huxley (1945) 
and later Eccles (1957) demonstrated the pre- 
sence of a potential difference across the mem- 
brane of single nerve fibres in the neighbour- 
hood of 50-80 millivolts. But the picture is 
even more comprehensive than these findings 

. would seem to suggest. Scott (1962) states that 
= the processes of life have been found to 
generate electric fields in every organism that 
has been examined with suitable and suffi- 
ciently sensitive measuring techniques. He 
found a marked similarity between the action- 

| potential wave produced by stimulation of the 
Chara cell (a species of freshwater alga) and by 
—-7 stimulation of a nerve cell. He points out, 
- furthermore, that spontaneous oscillations in 
electric currents, with periods of about 5 
minutes, are sometimes recorded near à bean 
root growing in water. In à similar vein, but 
applying himself to neuronal fields, Fessard 
(1964) speaks of *auto-rhythmic phenomena 

< at the cellular scale. He mentions also the 
‘intrinsic rhythms” elaborated in the reti- 


cular system. 
When we consi 
*  todate, including t 
synapto-dendritic 
bility that perhap 


der all the evidence adduced 
he existence of local, graded 
potentials and the possi- 
s nowhere in nature is there 


me 
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to be found living matter that does not 
generate electric fields (often recordable as 
wave forms), then Freud’s idea of neuronal 
inertia variously expressed as ‘reduction of the 
level of tension to zero’, or the ‘empty’, com- 
pletely decathected neuron, is seen to be fully 
invalid—no more than a myth. 

It should be noted, however, that Freud 
postulated a rather daring (for the times) idea 
in the * Project? which contradicted his empty 
neuron formulation and which should have 
warned him of the fallacy inherent in it. This 
had to do with the problem of quality (Glick, 
1966) or, as one might say, the subjective, con- 
scious awareness of sensation. Freud felt that 
the characteristics of quality were determined 
by ‘periods ofneuronicmotion ’ i.e. periodicity 
(an idea still very much in force today—cf. 
Fessard, 1954). This periodicity parallels quite 
closely latterday reports concerning local, 
graded potentials in somato-dendritic struc- 
tures, and subthreshold excitatory and in- 
hibitory states. Whether it was because of a 
philosophico-scientific lacuna in his own 
conceptualizations or in that of science in his 
time, Freud neglected to consider that a period 
implies certain characteristics which are, in the 
last analysis, dynamic, quantitative processes. 
One could not imagine today that a resting, 
fully ‘uncathected’ nerve had no further attri- 
butes than its own living substance, which is 
apparently what Freud had in mind. 
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A developmental analysis of the amnesic syndrome* 


By BRUCE DENNER} AND ROGER ВІВАСЕЇ 


Both in his empirical research and in his 
theoretical works, Werner (1956, 1957) pro- 
posed that psychology examine the formal 
similarities between modes of functioning ob- 
served in psychopathological states and onto- 
genetically early modes of functioning. He 
maintained that an analysis of this sort, a 
developmental analysis, could demonstrate 
that the principles applicable to ontogenetic 
change are also applicable to changes in be- 
haviour induced by pathology- In the present 
paper some of the more central developmental 
concepts will be employed in an analysis ofthe 
memory deficit associated with amnesic states 
and theimprovementof mnemonic functioning. 

This developmental analysis takes as its 
point of departure the most comprehensive 
account of the amnesic syndrome to date 
(Talland, 1965). Talland, after an extensive re- 
view of the literature; suggests thatthe primary 
deficit in the amnesic condition is the in- 
completeness of thought. The amnesic indivi- 
dual fails to complete thecycle of searching and 
testing his responses and, hence, terminates 
cognitive acts prematurely: The finished pro- 


i i ‘ micro- 
duct is therefore an 2 tion or m 


гохіта! 
x of the ideal re- 


mulation 


Sponse. 

In discussing his 
model for memory 
briefly that his formu 
follows, ina 1а: 

,inageneral way: _ 5 f 
principles of the progressive Ше id 
functions from higher to lower but he does not 
elaborate the developmental implications © 
nducted at worcester State 
with the assistance of 


р information-processing d 
g Talland notes 


functionin 
lation of the problem 
the Jacksonian (1884) 


* This study was co 
Hospital, Massachussetts, 
Dr Moriarty. 

+ Department of Psychology: 
Sity. 

$ Departmento 


Indiana Univer- 


f Psychology; Clark University. 


his point of view. The purpose of this paper is 
to relate this essentially cybernetic approach 
to amnesia proposed by Talland with some 
theoretical constructs derived from develop- 
mental theory. 

The developmental concepts which seem the 
most related to the cybernetic, information- 
processing point of view are the cardinal prin- 
ciples of a developmental theory previously 
applied solely to the ontogenesis of cognition 
(Piaget, 1952). However, following the point 
of view of Werner these principles can be ap- 
plied to psychopathological states. The prin- 
ciples, namely, ‘assimilation’ and *accommo- 
dation’, can be defined independent of onto- 
genetic contents in terms of formal operations. 

Assimilation is that operation involved in 
the incorporation of external input into terms 
familiar to the organism. Taken by itself this 
operation transforms the data of the environ- 
ment to conform with the present state of the 
organism and in this sense pure assimilation 
involves an ‘error’ in subjectivity. However, 
working against assimilation is the operation 
of accommodation which is involved in the 
transformation of the organism to match the 
environment. Yet if accommodation is dis- 
proportionate the organism can fall into 
another ‘error’, namely concrete literality. 
Accommodation which is not checked by assi- 
milation results in a stimulus-boundedness, 
that is, in an inability to go beyond the im- 
mediate information and structure it with re- 
spect to an external goal. Therefore any cogni- 
tive event which does not achieve a balance or 
equilibration between assimilation and accom- 
It in a deviant or erroneous 


modation will resu 
response. It can easily be seen that errors in 


memory can result because of excessive as- 
similation ог accommodation and that these 
operations are involved in the searching cycles 
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discussed by Talland. An incomplete ош 
cycle may result in a disproportionate egr 
of assimilation or accommodation. | 
Errors of assimilation and accommodation 
can be observed in simple memory tests ad- 
ministered to individuals suffering from 
memory deficits. For example, a paragraph 
read to a patient describing the adventure of 
two boys with some wild savages elicited only 
one word: ‘Tonto’. That is, all that was re- 
membered about the paragraph was the name 
of a comic book and radio Indian, although 
Indians as such were never mentioned in the 
paragraph. In this case the individual has 
assimilated the entire information to a well 


the amnesic patient 
t few or the last few 
tive focusing on the 
ient lost the overall 
: п accommodating to 
the paragraph in a concrete litera] manner, the 
amnesic patient failed t 


assimilate the partic- 
ular word to a general idea, 


Accommodation and assimilation have been 
exemplified in principle w 

general memory functionin: 
of errors made by individ 


memory deficits. Further evidence for the em- 
pirical applicability of these developmental 
Concepts to amnesic functioning is provided 
by the present report of an individual recover- 
ing froma memory failure induced by Korsa- 
koff psychosis. A ‘case history’ approach has 
been adopted preliminary to a more extensive 
experimental project. The research Strategy in- 
volves demonstrating the usefulness of special 
tests in the empirical applic: 


ation of these gene- 
tic principles in the case of Korsakoff psychosis 


ith reference to 
£ and to the types 
uals suffering from 
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i i ho- 
prior to their application Edere Lead 
pathological groups which suffe 
y MN operation of decas e 
studied by having a Korsakoff patient нти 
duce verbal material which could be | 

iori basi ely novel. 
mined onan a priori basis to be relatively v 
The patient was read a series of nonsense ge 
which are phonetically similar to Eng pa 
words. In this way the patient was faced мі 2 
the dilemma of reproducing the exact тка 
of the nonsense word or assimilating it to t И 
closest English word. Presumably bey 
would predict that the patient would "i 
to reproduce accurately the nonsense omnes 
because of the patient’s tendency not to sear s 
out the closest acoustical fit. Piaget might agr Ne 
with Talland that the patient would reproduc 
the sound inaccurately because he tended to 
assimilate the novel sounds to les ce 
familiar sounding words. An initial inability S 
amnesic patients to veridically reproduce non 
Sense words—assimilation of the пойзёп5° 
forms to English words—and gradual wo) 
provement with respect to this task would per 
stitute confirmation of these hypotheses an 
provide Support for this developmental analy- 
sis of amnesia, | 

The cognitive Operation of oie wa d 
was studied by requiring a Korsakoff patien 
to learn two series of words, namely (a) a sen- 
tentially meaningless order of words which 
are nevertheless perceived to be grammatically 
and syntactically structured, and (b) a sen- 
tentially meaningless series of words which ате 
arranged in a grammatically unstructured or- 
der. These Sentences were taken from Epstein 


(1962), who showed that normal adults learn 
syntactical]: 


Y structured verbal material ced 
than material not syntactically organized. 
As 


suming that the Korsakoff patient woul 
tend to accommod 


crete literal mann 


Syntactical Organ 
tanc 


er, it was predicted that the 
ization would be of no assis- 
€ to him. Thus, it was hypothesized that 
there would be no difference in the patient * 
level of competence in learning the two ser 
tences, However, it was expected that with 


ate to the stimulus in a con~ , 


Y 


Ac 


for psychological 
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recovery the patient would show increasing 
ability to learn the syntactically grammatically 
structured as compared with the unstructured 
sentence. 


PROCEDURE 
S ub, ject 


The patient is a 62-year-old day labourer 
who appeared confused, disoriented, and 
showed marked impairment of memory with 
some suggestion of confabulation at time of 
hospitalization. Although the patient has a 
large family, he is now separated from his 
wife and lives by himself in a rural section of 
New England. Hence, the oldest son who 
found the patient wandering around his shack 
could not report the duration of his father’s 
acute confi usion and disorientation. The physi- 
cian’s certificate, however, indicates a long 
history of alcoholic intake with gradual de- 
terioration of mental faculties; and it is clear 
from the family report that their father had 
been living on alcohol for an extended period 
of time. 

This represented the patient's first admission 
to a mental hospital and the first opportunity 
testing. Interviews with the 
patient began on the second day after admis- 
sion and psychological testing started the day 
after. Over the course of the 5-week’s hospi- 
talization and vitamin treatments the patient 
Tevealed marked improvement in perceptual, 
perceptual-motor and cognitive functioning. 
In the beginning the patient found it difficult 
to specify the year, month, date, ог day of the 
Week although he was able to describe his 
home in some detail. And only with difficulty 
Could he copy even simple geometric patterns. 
Gradually recent and short-term memory im- 
Proved but never reached the level of anormal 
adult. Even at the end of hospitalization, when 
he demonstrated good judgement and insight 
into his condition, the patient would forget 


many details of the hospital routine and be un- 


Certain of the month and the year. In sum, it 
did not appear as if the patient had attained a 
Normal level of mnemonic functioning at the 


termination of testing- Of course our evalua- 


f 
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tion of his functioning is limited by the fact 
that no pre-morbid test data are available. 


Method 

The patient was seen for a total of ten testing 
sessions of approximately 30 minutes i 
length. The sessions occurred in the late morn- 
ing every two or three days, depending upon a 
number of extraneous factors such as ward 
routine. A battery of tests sampling many as- 

ects of cognitive functioning were admini- 
stered each day. Some tests were repeated on 
each testing session while others were repeated 
every second or third session. In this report 
only those tests directly related to the hypo- 
theses will be discussed and these tests were 
administered in full on the second, fourth, 
seventh and tenth sessions. 

Assimilation test. The stimulus materials 
consisted of a nonsense sentence that con- 
sisted of words which had a high order of ap- 
proximation to English words. The following 
nonsense sentence was employed: 


* A haky deebs recilled the dison tofently." 


t was asked to listen carefully 
while Æ read the series of nonsense words. He 
was urged to pay Very close attention to the 
sound of the words because he had to repeat 
exactly what was said. The words Were read by 
E in a uniform voice with equal spacing be- 
tween each word. The series of words were 
repeated from 5 to 8 times during each testing 
session. Often the sentence had to be repeated 
because the patient went into a coughing 
spasm making his response unintelligible. The 
entire testing session Was tape-recorded and 
later transcribed. 

Accommodation tests. Thestimulus materials 
consisted of the same two sentences—syntac- 
tically structured and syntactically unstruc- 
tured—employed by Epstein (1962) with nor- 
mal adults. 

Syntactically structured: ‘Wavy books 
worked singing clouds to empty slow lamps.’ 
Syntactically unstructured: ‘Noisy trees 

walls from lines helping eating poor met. 

The patient was asked to listen carefully 


The patien 
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while E read the sentence. He was urged to pay 
very close attention because he had to repeat 
exactly what was said. The sentence was read 
in a uniform voice with equal spacing between 
each word. An attempt was made not to em- 
phasize the syntactical structure of the sen- 
tence through intonation. The syntactically 
structured sentence was read first on some 
testing sessions and second on other sessions. 
The sentences were repeated from 10 to 15 
times. Again, often a sentence had to be Te- 
peated because the patient went into a cough- 
ing spell that obliterated his response. The en- 


tire testing performance was recorded and 
later transcribed. 


RESULTS 


Assimilation task. The mean number of 
words correctly reproduced (as nonsense 
words) and the mean number of nonsense 
words assimilated to similar Sounding English 


words for each testing session are Presented 
in Table 1, 


Table 1. Mean number 
rectly verbalized and т 
Words assimilated to Er 


of nonsense words cor- 


ean number of nonsense 
1glish words 


Testing Sessions 


1 2 3 


2:0 157 
36 34 


4 


45 
0-5 


Correct 3:0 
Assimilated 


2:0 


Sense words, 
Presumably, 


P in complete Tecovery, 
assimilatory ope 


the 
ration would be counterac 


ted 
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by the accommodatory operation and hence 
all nonsense words would be truthfully repro- 


duced. Note that the assimilatory operation- 


may still function for the normal bem 
though it is balanced by accommodation. ^» 
example: the normal adult may assimilate t : 
nonsense word to a similar sounding Englis 
word and use this as a means for recalling the 
nonsense word. я 
Accommodation task. The mean number о 
words correctly reproduced in the syntac- 


tically structured and in the syntactically : 


unstructured sentence for each testing session 
are presented in Table 2. 


Table 2. Mean number of 
collected in the syntactic 
unstructured sentences 


words correctly re- 
ally structured and 


Testing sessions 
CC OM 
1 2 3 4 
Structured 23 27 30 30 
Unstructured 68 76 80 85 


The hypothesis th 
does not facilitate the 
reproduction of the 


at syntactical structure 
patient’s registration and 

verbal material is clearly 
confirmed by the data, In fact, for each testing 
Session the number of words recalled accurately 
in the structured Condition is less than the num- 
ber recalled in the unstructured condition. It 
Would seem that the syntactical organiza- 
tion not only does not facilitate learning but 


actually interferes With it, 

, There is another aspect of the findings which 
is not in ng With the expectations. Ideally 
one Would expect that towards the end of the 
recovery period there would be a reversal in 


the relationship between the number of words 
Tecalled in th © sentences. That is, the per- 


е twi 

Огтапсе of the Orsakoff patient ought to 
have approached that of the normal adult sub- 
jects. The Present data do not exemplify this 
trend. The di erences between the structured 
and Unstructured Sentence does not change 
markedly from test session 1 to test session 4- 


Af 
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CONCLUSIONS 


* The main findings of this research are in 
general agreement with the hypothesis that in 
the amnesic state there is a disequilibrium 
between the operations of assimilation and 
accomodation. Assimilation, unchecked by 
accommodation, is revealed in the patient's 
tendency to respond with familiar sounding 
English words to the presentation of novel 
Sounding (nonsense) words; and accommod- 

> ation, unchecked by assimilation, is 

^ in the patient's failure to utilize S 

Structure in learning a series of words. 

With respect to the differential learning of 
Syntactically structured and unstructured ver- 
bal material, it was found that the Korsakoff 
patient not only did not appreciate the or- 
Banizing linguistic structure, but apparently 
found the syntactic structure to be à source of 
interference—his performance on the struc- 
tured material was consistently poorer. This 
finding suggests that the amnesic patient pro- 

cesses verbal material by fragmenting it into 
Sub-units (words) and that the presence of 
higher order modes of organization are а 
“Source of interference rather than of facilita- 
tion. Interestingly, Epstein (1962) found that 
When the syntactically structured sentence was 
Presented successively—one word at a time— 
No difference was found (in а normal popula- 
tion) between the structured and unstructured 

_ Sentence. Apparently the amnesic condition 

“has a similar effect but more 50. The am- 
nesic state not only reduced the facilitating 
effect of the syntactical structure, but in addi- 
tion makes it a source of interference. 


manifest 
yntactic 
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Finally, these findings can serve as a basis 
for relating the information-processing ac- 
count for mnemonic errors observed by Tal- 
land to the principles of accommodation and 
assimilation. Errors which derive from a pre- 
mature closure of the operations involved in 
processing information and formulating a re- 
sponse can be conceptualized as resulting from 
disproportionate assimilation or accommoda- 
tion. Thus, this developmental account for 
mnemonic errors is in essential agreement with 
Talland's point of view and provides a basis 
for introducing the developmental variable 
into the study of amnesia. The present research 
not only attempted to suggest a developmental 
categorization of the types of errors made by 
the amnesic patient but also to suggest the 
basis for a more general developmental analy- 
sis of amnesic functioning. In keeping with 
this aim, the patient was studied over a period 
of time and his progress in mastering the two 
tasks was followed. In the period studied the 
assimilation of nonsense words to English 
words was eventually checked by accommo- 
dation, but contrary to expectation the pa- 
tient did not eventually demonstrate greater 
competence in reproducing syntactically struc- 
tured sentences—that is, accommodation was 
not checked by assimilation to syntactical 
rules. In short, it appears as if the operations 
underlying accommodation recover more 
rapidly than the operations underlying assimi- 
Jation. This tentative explanation will serve as 
the basis for future research into the compara- 
tive development of normal mnemonic func- 
tioning in ontogenesis and in the recovery from 


amnesic states. 
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and the Parkinson syndrome 


By J. W. WARBURTON* 


Th iati 

hes association between the Parkinson syn- 

aud man dementia was noted by Parent as 
y as 1881 and has been confirmed subse- 


ү qu 
quently by a number of workers (Ball, 1882; 


e^ 


C М 

re hag ш зеп, 1925; Shrubsall, 1927; 

Diller ree Critchley, 1929; Mjones, 1949; 

1958: Bi icklan, 1956; Schwab & England, 

i Billenkamp, 1959). 

eee of the association is less clear, 

Som arly if it is remembered that the syn- 
e makes its major impact in the second 


^ half of li б 
of life, a period of increasing susceptibility 


E 


®. 
SS havi 
„ having been matched for 


: One point. i 
vex point, its correctness 


to ; ч 
PN disorders other than Parkinson- 
Th х igati 
the em present investigation sought to examine 
Wise ationship and to establish whether or not 
lin quency was greater than that which could 
€ arisen by chance. 


METHOD 


о 

бой, hundred and forty patients suffering 

sien Parkinson syndrome and 140 patients 
ring from a variety of medical, surgical 


and > à 
gynaecological disorders were interviewed, 
age and sex. Each 


nty-four items 


pati 
ient was asked to recall twe 
utlined subse- 


° 

W ысы information as О 

is à It was felt that confinin 

of en ters of personal experie 

sip suring that the patien d 
ned the information he was bein| 


re 

produce. Each question answere 

"i being assumed 
s not verifiable. An attempt to overcome the 


Pro ү 
E of confabulation 
lat ing one question from 
y stage of the interview. 
i Department of Neurosurgery» 
rmingham. 


University of 


The questions asked were as follows: 


Infancy and childhood 

Date of birth 

Place of birth 

Mother's maiden name 
Father's occupation 

An address during childhood 


Uren 


Schooling 
6. Age of commencement 
1. Name of school attended for longest period 
8. Name of school master ог mistress 
9. Name of a contemporary 
10. Age of leaving school 


Employment 
]1. Nature of first job 
12. Name of employer 
13. Place of employment 
14. Name ofa contemporary 
15. Duration of longest job held. 
ried thus: 


The next five questions asked và 


Male patients who had served in the armed forces 
16. Date of enlistment 
17. Place 
18. Regiment /squadron/ShiP 
19. Name of à contemporary 
20. If on active service, location. If not, place of 

main employment. 


Male patients not serving in armed forces and un- 


married female patients 
16. Nature of employmen 


17. Place 
18. Name of employer 
19. Name of a contemporary 


20. Dates of employment 


t during World War II. 


Married female patients 
16. Date of marriage 
17. Place 
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18. Name of a wedding guest : 

19. Date of birth of first child./If childless, first 
address on marriage. | . А 

20. Name of doctor ог midwife attending birth/ 
or name of first medical practitioner 
following marriage 


Questions establishing the orientation of the patient 
21. Day, month and year | | 
22. Time of leaving house on morning of inter- 


view/or date of admission to hospital 
23. Mode of transport 


24. Name of present medical practitioner and 


date of last visit to surgery/or doctor's 
visit to patient’s home. 


RESULTS 


The age and sex distribution of both patient 
groups are outlined in Table 1. The ages at the 
onset of the disease process ranged from 20 to 
69 in the male and 10 to 69 in the female. In 
both sexes the disease made its major impact 
between the ages of 45 and 64 years, affecting 
48 males (64 %) and 36 females (55 %). The 


duration of the disease ranged from 1 to 44 
yearsinthemaleand 1 to 49 years in the female, 
However, 83 patients (55 


%) had suffered from 
the disease for less than 10 years. 


Table 1. The age and sex distribution of the con- 
trol and Parkinson groups 
(Mean ages: male, 


57 years; female, 65 years.) 
Age (years) 


Male Female 
30-34 = 1 
35-39 = 1 
40-44 5 4 
45-49 7 6 
50-54 15 13 
55-59 23 17 
60-64 8 13 
65-69 15 9 
70-74 2 1 
Total 75 65 


The scores on memory testing are outlined 
in Table 2: those of the Parkinson patients 
Showed greater dispersion, Furthermore, only 
5 patients in the contro] 8roup scored 20 orless, 
Contrasting with 21 Scoring thus in the Parkin. 
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Table 2. Scores on memory testing 


Parkinson group Control group 


* = 
i No. No. 
with % of with °% of 
Score score total Score score total 
24 66 47 24 82 59:5 
23 37 26:5 23 31 22 
22 10 йы] 22 22 T9 
21 6 5 21 1 79 
20 9 64 20 4 28 
19 1 0-7 19 — — 
18 — — 18 — = 
17 2 14 17 — — 
16 2 1-4 16 1 0-7 
15 3 24 
14 = == 
13 1 0-7 
12 2 1:4 
11 = = 
10 = == 
9 1 0-7 


Table 3. The test scores of the two groups 


compared 
Parkinson Control 
group group Total 
No. Scoring 21 119 135 254 
or more 
No. Scoring 20 21 5 26 
Or less 


X585; D.F. 1; P0905; significant. 


Table 4. Parkinson group: sexes combined: : 
memory impairment and age at interview 
Age 


group No. No. 

(years) impaired unimpaired Total 
30-64 6 107 us 
(52%) — (9489 
65-74 p. E i 24, 
(21.2%) (77-89%) 

Х=9.74; pg, 1; P-<0-003; significant. 
son Stoup; this difference Proved to be statisti- 

cally significant (Table 3). 


xamination of those Parkinson patient 


^A 


№ 


+ 


hot demonstrated between me 


> 


R 


~ BeBe, G. L. (1925). A study of 
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Table 5. Parkinson group: sexes combined: 
memory impairment and age at onset of the 
disease process: Yates correction applied 


Age 
group No. No. 
(years) impaired unimpaired Total 
10-54 4 94 98 
(419) (959% 
55-64 8 29 37 
(21-895) (78:295) 


3271245; р.в. 1; P«0:001; significant. 


Scoring 19 or less revealed statistically signifi- 
cant relationships first between memory im- 
pairment and age at interview and secondly 
between impairment and age at the onset of 

the disease process (Tables 4 and 5). 
A statistically significant relationship was 
mory impair- 


ment and the duration of the disease. 


DISCUSSION 


The differences in score between the Parkin- 
Son and control groups suggested that a num- 
„Рег of Parkinson patients were exhibiting à 
degree of memory disturbance greater than 
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The fact that the disturbance was confined to 
the older patient and was unrelated to the dura- 
tion of the illness suggested that two pro- 
cesses were involved: the natural decline in 
memory function associated with increasing 
age together with that arising as a result of the 
Parkinson disease process. 


SUMMARY AND CONCLUSIONS 


One hundred and forty patients suffering from 
the Parkinson syndrome and 140 control patients 


were matched for age and sex. 

Within the Parkinson group a significant asso- 
ciation was demonstrated between the syndrome 
and memory impairment as measured by the recall 


of personal information. 
A further association was demonstrated between 


impairment and the age of the patient. 

Tt was concluded that two factors were involved, 
the decline in memory function associated with 
increasing age together with that arising as a result 


of the disease process. 
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A cross-validation study 
of the use of the SLT and DCT in screening for diffuse brain 
pathology in elderly subjects 


By D. C. KENDRICK * 


This study shows how by the use of the 
Synonym Learning Test (SLT) and the Digit 
Copying Test (DCT) elderly patients suffering 
from diffuse brain disease can be effectively 
Screened from patients suffering from a depres- 
Sive illness, and ‘pseudo-dementia’. 


INTRODUCTION 


The original validation study of the SLT and 
DCT was carried out on elderly psychiatric 
Subjects with unequivocal diagnoses of depres- 
Sion or diffuse brain pathology, and normal 
Subjects (Kendrick, 1965, 1966; Kendrick & 
Post, 1967; Kendrick, Parboosingh & Post, 
1965). This study showed that when the SLT 
and DCT were used under test-retest condi- 
tions the tests could differentiate between de- 
Pression and brain damage accurately 97-43 25 
Of the time. The author went on to show, in 
fact, that the tests were not differentiating be- 
tween depression and brain damage so much 
as differentiating between brain damage and 
Non-brain damage (Kendrick & Post, 1967). 
Depressed patients who did not originally mis- 
Classify on the SLT were indistinguishable in 
Cognitive ability from normal healthy aged 
People, both initially and in the way that they 
Tesponded to sequential testing. From these 
Tesults it was considered legitimate to view the 
tests as useful screening devices for diffuse 
brain pathology. 

The results of t 
that there was a one-way т! nts 
cut-off points for the various tests 
ranged а а brain-damaged patient i = 

à itute of Psychiatry, University © 
Бардо ie mer at the Department of Psycho- 
Ogy, The University, Hull. 
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the validation study showed 
sclassification; the 
e so ar- 


classified as non-damaged. However, a cer- 
tain proportion of depressed patients were 
classified as brain damaged; though there was 
no neurological evidence for such a diagnosis, 
the follow-up showed that the test diagnosis 
was incorrect. Of the 68 patients tested suffer- 
ing from a depression in the validation study, 
11 of them were initially misclassified by the 
SLT when used as a single indicator. It was 
subsequently found that this misclassification 
rate could be reduced by using the SLT and 
DCT in combination in a test-retest sequence 
(Kendrick, 1965). The validation study also 
showed that normal elderly people were not 
misclassified by the tests. 

The eleven misclassified depressed patients 
were then subjected to intensive study. It was 
obvious that this group of patients were of a 
lower intelligence level than the remaining de- 
ents. Dividing the total group of 
depressed patients into two, those having 
WAIS Verbal Scale 10's of 94 and below and 
95 and above, there was a significant x? be- 
tween intelligence and correct or incorrect 
diagnostic classification by the SLT (2=71 1, 
with Yates’s correction, 1 D.F. significant at 
1%). But it was also found that these mis- 
classified patients appeared to exhibit, more 
frequently than the others, symptoms such as 
guilt feelings, hypochondriasis and paranoid 
ideas in a delusional setting. A x? between the 
presence or absence of delusions and correct or 
incorrect classification on the SLT was 4:77, 
with Yates’s correction with 1 D.F., significant 
at the 5 % level. When the coincidence of delu- 
sions and low 1.Q. was considered with correct 
or incorrect classification on the SLT the y* 
was 9-01, with Yates’s correction, | D.F., sig- 
nificant at beyond the 1% level. 
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Post (1965) has described the symptoms that 
i i -called cases of pseudo- 
give rise to the so be oa 
dementia in elderly depressed patients. 
tial low intelligence and delusional symptoms 
are two of these factors described by Post as 
leading to pseudo-dementia. In cross-validat- 
ing the usefulness of the SLT and DCTastests 
which would differentiate brain-damaged pa- 
tients from non-damaged ones it was consi- 
dered that the most relevant question was that 
of whether the tests could distinguish a high 
proportion of pseudo-demented patients from 
actual dementing cases. If, for the moment, we 
consider that those patients in the validation 
study who were originally misclassified on the 
SLT were pseudo-demented then the propor- 
tions of diagnoses were: brain-damaged 30 %, 
depressed 59 % and pseudo-demented with de- 
pression 11%. Now if the proportion of 
pseudo-demented patients to brain-damaged 
ones is raised, it will become increasingly diffi- 
cult for the tests, unless they are extremely 
accurate, to differentiate between the two 
diagnoses because the patterns of scores are 
likely to be similar. Therefore, in the cross- 
validation study the author stacked the chances 
against the tests proving so effective as before. 
The proportion of diagnoses chosen was; 
brain damage, 22 %, depression 30 % and 
pseudo-dementia with depression 48 "s 


EXPERIMENT 


Twenty male and 20 female elderly psychia- 
tric subjects were tested. The 20 males con. 
sisted of 6 with an unequivocal diagnosis of 
diffuse brain pathology, 12 with an affective 
disorder, and2 witha schizo-effective disorder, 
The female group consisted of 3 patients with 
an unequivocal diagnosis of diffuse brain 
pathology, 15 suffering from an affective dis- 
order, and 2 with a Schizo-affective disorder. A 
X* was carried out bet 


ween the proportions of 
diagnoses between the two groups, 


giving a 
non-significant result QÈ =2:33, with 2 D.F.s, 
N.S.). Of the 31 non-brain damaged subjects 
19 were classified as pseudo-demented, 14 of 
them being females. A x” revealed that the in- 
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cidence of pseudo-dementia was significantly 


related to sex (y? —5:21, with Yates's соггес- | 


tion with 1 D.F. sig. at 5 %). Patients were MM 
nated pseudo-demented if their illness € 
characterized by delusional symptoms, E red 
intelligence, sometimes showing an ree 
awareness, disorientation, and a defec s 
memory for recent general and personal em 
They did not show however any neurolog 

evidence of diffuse brain pathology. fat 

The only part of the testing sequence ee 
was repeated from the validation study Tm 
the test-retest over a 6-week interval on í 
SLT and DCT tests. On the first testing e 
Sion patients were also administered the i 
Hill Vocabulary Scale, Form I Senior, py 
nym section only (Kendrick, 1964) and t 
Wechsler Adult Intelligence Scale, pt 
the Information subtest (Wechsler, 1955). e 
Mill Hill, of course, is the basis for thesi 
The WAIS was given because all the map 
cant chi-squares had been based upon t 
Verbal Scale то. 

As there was no difference between the tw° 
groups in proportion of diagnosis, they were 
Considered as two single groups. The я 
age, class (H.M.S.O. 1960), education and Mi 
Hilligof the Broups were tested for differences 
Tevealing no significant differences on these 
measures, 

Patients diagnosed as depressed er 
treated. either by electro-convulsive shoc 


therapy or chemically (Tofranil). The effects of A 


treatment are irrelevant to 
already been shown that n 
treatment can b 


this study, as it has 
o difference due to 


€ demonstrated (Kendrick & 
Post, 1967). 
RESULTS 
The mean iQ as assessed by the Mill Hill for 
the 40 Subjec: 


i ts was 99-20, mean years of edu- 
cation 9-73, mean Class 3-35, and mean ag® 
68:96 years. There were no differences betwee? 
the males and females in performance on the 
WAIS Verbal and Performance Scales nor 0? 
the SLT and DCT both initially and on 1€" 
testing. 


The scores on the SLT and DCT wer? 


Г 


occurrence of these patt 


equence: A, initial SLT score; B, i 


Ta я 
ble 1. Test result patterns for the SLT and DCT on initia 
erns for two categories: I, brain damage, 


Validation study, N— 78 


SLT, DCT and screening for brain pathology 


175 


1 and resetting, and the frequency of 
II, non-brain damage 


nitial DCT score; C, retest SLT score; D, retest DCT score.) 
Cross-valid. study, №=40 


E 
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97-43% agreement 


Sd (Kendrick, 1965 
Yesian statistical analysis 
] ns results of the analysis ares 
Mali comparison the composite res 
t idation study are 4 r 
ml be pointed out here that in 
icq the printed probabilities 
Sieg though the category a 
3 t changed. Table 1 therefore 5 
ected probabilities for 


) and subjected 


are in fact in- 
llocations are 
hows the cor- 


the original anal 


(for economy of spa 


from the depressed p 
por 


increase! 


effected if the cut- 


sis changed for females 


to a considered together 
1961). validation study shows 
jel. original cut-off points, are 


tinguishing the nine brain- 


tion of pseudo-demented pati 
d. After considerable furt 
entiation could be 


off points on the DCT were 
only, and the retest cut- 


it was found that differ 
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ce, males and females are 
), The results for the cross- 
that the tests, using the 

incapable of dis- 
damaged patients 
atients, now that the pro- 
ents has been 
her analysis 
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| off point for the SLT for both males and fe- 
i males was changed. The amended cut-off 
points are then: SLT, initial testing 57 and 
VT —0, 56 and under = 1, on retesting, 41 and 
E 40 and below=1; DCT, on initial 
_ ‘esting for males 65 and over=0, 64 and 
under — 1, for females 43 and over —0, 42 and 
below — l, on retesting for males the same as 
Initial testing, and for females the same as 
Initial testing. 0 indicates a non-brain damaged 
TP 1 indicates a brain damaged score. Both 
e validation and cross-validation data were 
Te-analysed using these amended cut-off points. 
The results are shown in Table 2. The tables in- 
dicate that by changing the cut-off points little 
Ciliciency in discrimination has been lost in the 
validation data and the cross-validation data 
las come into line, showing a similar diag- 
~ nostic efficiency to the validation study. It can 
= n from Table 2 that there is one pattern 
mm pattern 11, which gives a discrepant 
the ы allocation. By adding the results of 
ic studies together, as shown 1n the third 
lon of Table 2, this discrepancy remains 
Unresolved, 
E mean IQ, age, education, and class of 
Cross-validation population were com- 


га With the results of the 40 subjects used in 
halysing the effects of sequential testing (Ken- 


> drick & Post, 1967), in which no cases of 
. PSeudo.dementia were included, but consisted 


, = 10 brain damaged patients, 20 depressed 
Patients, and 10 normal subjects matched for 


age, education and class, the cross-validation 
SOUP had a significantly lower IQ than a group 
м Patients drawn from the same population, 
1 t containing no cases of pseudo-dementia. 
= Ше present study the y? between misclassifi- 

tion and low intelligence and the presence 


significant. 


Intelligence on the Mill Hill Vocabulary Scale. 
er delusional symptoms were not 


Although there were no differences in mean 
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DISCUSSION 


By changing certain cut-off points the author 
has shown that the SLT and DCT can effec- 
tively distinguish between patients suffering 
from diffuse brain disease and those depressed 
patients who give a semblance of being de- 
mented, and therefore presenting a challenge 
to the clinical psychologist in the area of dif- 
ferential diagnosis. This differential diagnosis 
can still be only effected by using a test-retest 
sequence over a 6-week interval. 

The importance of low intelligence in pro- 
ducing misclassification on the SLT cannot be 
over-emphasized, and therefore the test should 
never be used as a single screening device for 
diffuse brain damage. The mean Mill Hill 1Q 
for those patients who were misclassified on 
the SLT in the validation study was 90:09. A 
t-test between this mean and the mean Mill 
Hill 1Q for the 40 patients of the cross-valida- 
tion study (99-20) was not significant (t= 1:47 
with 49 D.F.’s.). 

Because the 10 level of the cross-validation 
study was lower than that of the validation 
study the interrelationship between 10 andthe 
SLT and also between delusional symptomat- 
ology and the SLT is less clear; this may be 
reason why the relationship found in the vali- 
dation study has not been replicated. This 
would happen if both factors influenced the 
SLT score but were varying independently of 
one another, although the original results sug- 
gested that they were covarying. These results 


need further investigation. 


SUMMARY 


A cross-validation study carried out on the 
efficiency of the SLT and DCT used in conjunc- 
tion with each other to screen for diffuse brain 
pathology has been successful after modification 
of the cut-off points for the tests. 
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Attitudes of psychiatrists to staff roles and treatment methods 


By T. M. CAINE* AND D. J. SMAIL* 


INTRODUCTION 


The construction and administration of a 
questionnaire dealing withattitudes of psychia- 
trists to treatment in a number of mental 
hospitals has been described ina previous paper 
(Caine & Smail, 1966). A number of attitudes 
characterizing psychiatrists orientated towards 
therapeutic community methods of treatment 
Were obtained from an analysis of individual 
items of the questionnaire. The present study 
Teports a more detailed comparison of orienta- 
tions to treatment as derived froma principal 
Components analysis of the questionnaire. 


* 


METHOD 
te the questionnaire was 
Made to the medical staff of sixteen mental 
hospitals representing а geographically large 
area of Britain. Respondents were asked to 
complete the questionnaire from the point of 
View of treatment in acute admission wards or 
Neurosis units. No response was forthcoming 
from two hospitals. The response from other 
Ospitals varied from 10% to 100 %t. Al- 
though there are obvious objections to the 
loose nature of this method of sampling, prac- 
tical considerations of time and distance made 
a more sophisticated approach impossible. In 
all, 79 doctors were included in the principal 
Components analysis of 75 questionnaire 
Items. + Of the 79 doctors, 28 were consultants, 
11 SHMO’s, 12 senior registrars, 17 registrars 
Woodford Bridge, Essex. 
bted to those doctors who 
and particularly to 
hospitals who were 


A request to comple 


* Claybury Hospital, 
T Weare greatly inde 
Completed the questionnaire, 
Senior medical staff in many : 
instrumental in introducing it to their colleagues. 
We are greatly indebted to Dr Keith Hope 


for carrying out this analysis. 


and 9 SHO's. We were unable to identify the 
status of two respondents. 


RESULTS AND INTERPRETATION OF 
COMPONENTS 


The first three components, in descending 
order of size of latent root, are to be consi- 
dered here. The latent root of each of these 
components and the percentage of variance 
accounted for by them are set out in Table 1. 


Table 1. Latent root and percentage of 
variance of first three components 


Compo- Compo- Compo- 
nent 1 nent2 nent 3 
Latent root 12:32 492 4:24 
Percentage 1643 6:56 5:65 
of variance 
An inspection of these three components 


t each is associated with a number 
hich might be considered to be 
psychologically distinct.§ It should of course 
be borne in mind that scores at the negative 
pole of a component imply the opposite of the 
views expressed rather than minimal accep- 


tance of them. 
Component lap 


suggests tha 
of attitudes W. 


pears to be associated with 
an emphasis on physical treatments, and with 
the view that personality and personal rela- 
tionships are relatively insignificant in treat- 
ment. The accent is more on formal role- 
relationships and ‘traditional’ hospital disci- 

Jine, with collusion by the staff to maintain a 
united front before the patients in the event of 
staff disagreement. Demonstration of emo- 

§ Questionnaire items having а saturation of 
at least +015 on the normalized components 
have been organized into scales. These may be 
obtained from the writers by anyone interested in 


them for research purposes. 
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p ще ч 

i onality characteristics on the pa ER — 

of рсе ШЕ patients is taboo. The Validation of the comp 

° 

doctor’s authority should be absolute and 

unquestioned. 6 | 
are 2 strongly emphasizes the im- 

portance of interpersonal relationships in the 

ward setting, group dynamics, the disturbing 

nature of treatment, and the central role played 


In order to substantiate the hypothesis con- '. 
cerning treatment orientations, doctors is 
assigned to five groups, namely physical е 
ments (P), group therapy (G), — 
psychotherapy (1), therapeutic. community 


treatment (C), and eclectic (E). Respondents 
by the doctor as leader and interpreter to be 


А бв 

were allocated to the appropriate groups an 
seen as an all-powerful and to some degree cording to their known treatment practice, 
mysterious figure by the patients, 


: is 
Where this was not known according to a 
Component 3, although rather more diffi- Tesponse to a check-list. In the latter case, 


4 
А 
Table 2. Mean scores оп components 1, 2 and 3 of psychiatrists grouped according 
to treatment orientation 
it 
Р = physical treatments, G= grou therapy, I— individual ps chotherapy, C= community 
(P-phy group ру. psy P , 
therapy, E eclectic.) 
Group P E I G © 19) 
(п= 16) (п=26) (n=7) (п= 8) (п 3.46" 
Component 1 +2-48 +115 -058* -ppt = 
Group G E I È 14) 
CSIO @=14) (29 nes) i 
Component 2 +124 +0-20 —004 —018 T 
Group Í G С Е ^ | 
(n=8) (n=7) (n=18) (n= 26) (n 0-60" 
Component 3 +1:31 0-334 —0:15* -055** =з 
* Different from criterion group P<0-5 
* Different from criterion group P<0-01 
*** Different from criterion group P— 0:001 
cult to interpret, seems to lay more importance though asked to tick only one orientation, 
on а individual relationship and analysis of eight Tespondents felt it necessary to specify ? 
transference between patient and doctor than two, and in this eventuality the most reason- 
en Nie cid or relationships be- able Course, and the one which put least strain 
Ween patients or be Ween patients and nurses. ontheq 1 b- 
pm ata, seemed to be to allocate these su 
Here again it appears to be an advanta j En 
: Бе for jects to both grou i nable 
a ETOUDs. Eight doctors were u 
the patient to view the doctor as omnipotent to classify themselyes A this framework , 
and inscrutable. An Opposition to dispensin and were dro ed fi t grouP 
direct advice to patients and an emphasis comparisons р Tom subsequen 
on theoretical training suggest д preference e hypothesized that, if our interpretation ¢ 
for interpretative psychotherapy, of the components was coment doctors orien- 
Thus the underlying theme here appears to tated Primarily towards ph d 1 treatments 
be primarily one of treatment orientations, Should score highest oe р dels 1. group 
with the components emphasizing (at the posi- therapists highest on не А 2. and indi 
tive pole) (1) physical treatments, (2) &roup vidual Psychotherapists is om component 
therapy, and (3) individual Psychotherapy, 3. Table 2 sets Out the BU. scores on the | 
/ 
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three components of the various groups in 
descending order of magnitude. Significant 
differences between the criterion group (e.g. 
physical-treatment-orientated doctors in the 
case of component 1) and the other groups are 
asterisked. Mann-Whitney U tests or £ tests 
Were calculated as appropriate in these cases. 
Numbers in groups vary between components 
Since, in those cases where some respondents 
Were assigned to two groups, they were re- 
tained only in the criterion group for each 
Component. 


DISCUSSION 

An examination of Table 2 bears out the 
Predictions made about the nature of the three 
Components, although with varying degrees of 
differentiation. In addition, the rank order of 


t A h ; 
‚ the group means is much in accordance with 


What one would expect from a knowledge of 
the types of treatment involved. Of the two 
on-criterion groups (i.e. community thera- 
к and eclectics), the latter tend to fall cen- 
Tally in the Table, whereas the community 
therapists are characterized by an extreme 


n ; дэ а 
z egative position on component 1 (being S18- 


gently different from all other groups in 
wie respect, P varying from < 0-001 to «002, 
‘pie groups I and G are combined). Indeed, 
65 comparing physical treatment doctors and 
Mmunity therapy doctors on this com- 
Ponent, there is an overlap of only two indivi- 
duals between the two groups (N=35). 
hs It seems clear that the questions concerning 
€atment over which psychiatrists differ are 
a simply matters of scientific dispute con- 
erning the suitability of specific remedies for 
Specific illnesses, but include more complex 
Constellations of attitudes which colour their 
арргоасћ to the patients and to other staff in 
* ward setting in a very much more general 
-Wày, The criterion groups in the present 
analysis have little in common beyond an ap- 


Parent belief in the very central place of the 
Octor in treatment from the point of view 
9th of knowledge and of authority. Even this 
Cature, which to many may seem little more 

an the honest recognition of an obvious 
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truth, seems, both from former findings 
(Caine & Smail, 1966) and from the present 
study, to be disputed by some psychiatrists at 
least (e.g. those who are therapeuticcommunity 
orientated). The mode of relationship between 
doctor and patient (and doctor and staff) is a 
bone of contention at the root of many a dis- 
pute and a good deal of resentment between 
members of the profession (see, for example, 
Chertok, 1966)—a fact with which all but the 
most fortunate workers in mental hospitals 
will be familiar. 

The need of some psychiatrists to maintain 
‘psychological distance’ from their patients 
which is to some extent evident in our present 
data has been challenged by several writers 
within recent years (e.g. Jourard, 1964), and 
one might speculate that theoretical rationali- 
zations for avoidance on the therapist's part of 
ure of himself to the patients as a fallible 


expos 
human being with a personality of his own may 


be based on the fantasy that the slightest un- 
bending would lead to the unleashing of a 
chaotic set of circumstances over which he 
would have no control. If this is so, the simi- 
larity between this state of affairs and that in 
which the classic anxiety neurotic finds himself 
would be striking, even though the aetiology 
would be very different. | 

It is apparent from our data that differences 
in orientation cannot simply be ascribed to 
differences in types of patients treated, and the 
fact that the majority of the respondents in the 
present sample are of senior status suggests 
that the views expressed are put to practical 
application and held with some conviction. 
While it is true that the marked difference of 
opinion between members of a single profes- 
sion which our data reflect must rest to a large 
extent on training and experience, the ab- 
sence of anything approaching conclusive evi- 
dence in favour of one approach or another 
suggests that personality may play an equally 
important role. It is hoped to explore this 
possibility further in the future. А 

Another implication of the present findings 
accentuates the difficulties inherent in studies 
comparing different treatment methods. Treat- 
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ment cannot simply be viewed as a mechanical 
process independent of the men and women 
carrying it out, and the attitudes related to a 
specific orientation must be defined and as- 
sessed if one is to arrive ata reasonable idea of 
the variables involved. Thus studies merely 
comparing ‘psychotherapists’ (or even *рѕу- 
choanalysts’) with others ignore so many 
variables as to be meaningless. Again, it would 
be virtually impossible for one individual to 
employ several different methods of treatment 
ina comparative study—whatever his scientific 
objectivity, it is doubtful whether he would be 
able sincerely to reproduce the attitudes cor- 
related with a number of different orientations. 
In general, this would tend to reinforce doubts 


Т. M. CAINE AND D. J. SMITH 


which have been expressed (e.g. see "E 
1966) about the validity of arguments suc d! 
those of Eysenck (1960) concerning the valu 
of psychotherapy. 


SUMMARY 


A principal components analysis of a pen 
tionnaire concerning attitudes to treatment 1 
psychiatrists was carried out. Three main d 
ponents are identified which appear to pe a 
primarily to orientations towards (1) Boy al 
treatments, (2) group therapy, and (3) indivi y 
psychotherapy. Community therapists are а 
differentiated at the negative pole of the first con 


ings 
ponent. Some of the implications of these finding 
are discussed. 
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* Military authorities were notifie 


_ Of vague frontal headaches. 
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Remission of malingered amnesi 


NBERG* Амр NOEL LUSTIG} 


By HARVEY R. GREE 
А Temporary disappearance of Parkinsonian 
rigidity in the patient faced witha life-threaten- 
ing situation is a well-known phenomenon. 
Freud (1918) noted that extreme vicissitudes 
Hm could actually contribute to the recovery 
tom neurosis by gratifying the sufferer’s un- 
Conscious sense of guilt. In this contribution 
We should like to present the case of a military 
malingerer whose ‘illness’ was ‘cured’ under 
rather spectacular external circumstance. 


CASE HISTORY 


A 22-year-old private was referred with the 
complaint: ‘T can’t remember a thing.’ He had 
not reported back from leave at the required 
^ ime, and several weeks later was found by the 
ocal police in an intoxicated condition. The 
d;hisA.W.O.L. 
Status was confirmed and he was taken to his 
з hit, where he was promptly confined to quar- 

ers. Here, he appeared dazed and confused, 
and said that his memory was totally ' gone". 

When first seen by the division psychiatrist 
= R. G.) he appeared to be a dull young man, 

ressed in appropriate military fashion. He 
eee remember no details about his previous 
ife whatsoever, responding to any probing of 
his past with a stolid ‘I don’t know. - - >, His 
Speech was restricted, but logical. Affect was 
lunted, There were no hallucinations or delu- 
sions, He claimed disorientation for day and 
date, but not location or hour. He complained 


ly suspected that he 


Although it was strong 
tein College 


* Dept. of Psychiatry, Albert Eins 
9f Medicine, New York. 
„1 Formerly Chief of Тара! 
Vices, Madigan General 
ashington. 


tient Psychiatric Ser- 
Hospital, Tacoma, 
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a following a natural disaster 


was malingering, he was hospitalized in order 
to rule out the possibility of organic or hysteri- 
cal amnesia. Neurological examination was 
negative for head trauma or localizing signs. 
His ward behaviour was unremarkable, but he 
continued to assert the presence of total am- 
nesia vociferously. In group therapy other 
patients voiced their opinion that he was *put- 
ting it on’; after several days of observation 
his psychiatrist (N.L.) concurred, and decided 
to confront the patient with his conclusions. 
The psychiatrist said that he believed the 
amnesia was faked; the patient protested most 
bitterly that he was a sick man and had no 
right to be treated so badly. The conversation 
became distinctly more animated. Finally, 
throroughly exasperated, the psychiatrist 
pointed his finger squarely at the patient’s 
nose and roared: “You know you're making 
all of this up and now you're going to tell me 
what really happened M | 
Immediately the ground heaved violently; 
the subsequent earthquake caused a great deal 
of damage in Seattle, but was less severe in the 
hospital area, some thirty miles away, where 
the doctor's finger Was still poised in mid-air 
while the floor pitched madly and the patient 


stood with mouth agape. | 
Promptly after the quake ceased the patient 
admitted that he indeed had malingered the 


entire episode of ‘amnesia’. He had spent his 
eriod of A.W.O.L. riotously entertaining 
himself, and feigned memory Joss to escape 
punishment. His diagnosis was immature per- 
sonality. He was discharged back to his unit 
for approriate disciplinary action. He was 
heard to remark shortly before leaving—and 
only half-jokingly: ‘Boy, I hope Im not 
he next time that doctor gets mad!” 


around t 
It has been said of Shakespeare's King Lear 


> 
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that the volcanic upheaveals of nature in the 
play are enormous projections of the protago- 
nists’ chaotic passions. When the heroes of 
myth grieve, the winds bellow anguish. AI- 
though the situation presented here smacks 


more of comedy than tragedy, and its partici- 
pants are hardly heroic, one nevertheless can 
discern how readily primitive mental processes 
can connect human emotions with the excesses 
of the elements. 
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The Psychoanalytic Study of Society. Vol. їп. 
Edited by WARNER MUENSTERBERGER and 
SIDNEY AXELRAD, New York, Int. Univ. 
Press, 1965. 


* . This volume counts among its many merits the 

Inclusion of yet another posthumously published 

r chapter of Géza Roheim's psychoanalytic- 

< anthropological fieldwork from the Aranda, Lurit- 
tya and Pitjentara. 

a contents of the volume are grouped under 

Very general headings: (1) Mythology and 

Folklore, with contributions by Tarachow, Arlow, 

Kanzer, Almansi, Stern, Muensterberger, Nieder- 

land and Goja; (2) Anthropology and Sociology, 

а contributions by Roheim (posthumously), 
ie and Morgenthaler, Bryce Boyer, Parsons, 

ма Grotjahn; (3) Art, on this occasion with a 
ngle contribution by Ehrenzweig. 

ü The range of topics is wide, interesting and at 
mes far-reaching as some of the observations by 
arin and Morgenthaler in their study of a num- 
ег of normal adults of the Dogon people in Mali. 

у have tried to establish certain specific con- 

eas between some ego functions and the vicis- 

es of the instinctual drives. Dogons are nursed 
oe mothers until the end of the third year and 
· “joy immediate gratification of all wishes the 
н is able to satisfy. The child is never left 
e by the mother, who carries him naked on her 
fho €d back. Furthermore, according to the au- 

КЫШ the mother observes strict sexual continence 

exi il the child is weaned. Toilet training is non- 

Б the child learning by imitation of older 

bh dren. The child is then weaned abruptly and 

alone with its group of companions, in which 
remains with little close contact with the mother. 

m Because of the above, the Dogon's ego is capa- 
* of admitting simultaneously instinctual de- 

Mands from all stages of development without 

^ SXperiencing anxiety or inhibition. The ego is not 
Tegressed or in conflict but displays a great degree 


2 flexibility while the total personality remains in- 
act in spite of these primitive forms of gratifica- 
are rare in the 


tion, Furthermore, greed or envy l 
haviour of adults and experiences of primary 
Anxiety are Jess traumatic than ours. Because the 


= 
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oedipal conflicts frequently coincide with their 
abrupt period of weaning, the shifting of castra- 
tion anxiety on to the mother is facilitated and is 
frequently expressed in oral terms. The conflicts 
with the father are experienced in oral terms as 
well, etc. 

On the other hand, the Dogon’s ego is very 
much dependent on the attitude of the group, and 
functions ‘as a group ego’. 

The study of Bryce Boyer is most impressive. It 
relates to the psychological problems of a group 
of Apaches and the influence of ‘institutional 
trauma’ (as observed in the Reservation) in per- 
sonality development. It has been carried out with 
extreme care and the results are of great interest. 

Similarly, Eissler’s contribution in the form of 
an essay entitled ‘The Crusaders’ makes good and 
valuable reading. It is part of a larger study on the 
psychopathology of army life based on his ex- 
periences during wartime. He points out in fact 
the surprising absence of the crusader type among 
Americans in the army, giving two examples 
which, though falling short, contain the seed of 
this type. Thus he describes the actions of a young 
officer who wrote to a newspaper complaining 
about housing conditions and food at the camp 
and the vicissitudes of a soldier who deserted the 
army and shortly afterwards joined the air force 
of a later ally of America during the war. The ac- 
tions of both are discussed against the back- 

ound of their past, family constellation, etc. 
Both fall short of the true crusader for several rea- 
Eissler thinks that *the crusader fills the gap 
between a society's theory and its practice’, He 
wonders about the absence of this type in the 
army as possibly due to the fact ‘that present 
democratic society has reached such a degree of 
rigidity and conservatism that it has, in effect, 
eliminated the constructive crusader, with the re- 
sult that the crusader now grows only on the soil of 
severe psychopathology’. 

On the whole, as with previous volumes of The 
Psychoanalytic Study of Society, there is of course 
much that can be considered highly controversial, 
but for those analysts immersed in their daily clini- 
cal practice this volume cannot fail to have the 


effect of a refreshing breeze. UMBERTO NAGERA 


sons. 


186 


Higher Cortical Functions in Man. By A. R. 


Luria. (Pp. хуі+315. 1265.). London: 
Tavistock Publications. 


Over the past decade psychiatrists, psycholo- 
gists and neurologists have become increasingly 
familiar with the neuropsychological research 
which Professor Luria has conducted in the 
U.S.S.R. The translation into English of this book 
is an important event for British and American 
neuropsychiatry. It presents, in a most readable 
fashion, a psychophysiological explanation of the 
development and * modus operandi’ of those men- 
tal functions essential for environmental adapta- 
tion. It is a conception based on the theories of 
Sechenov and Pavlov which regard higher mental 
processes as intricate reflex activities responsible 


for providing a veridical representation of the ex- 
ternal world. 


ystem. 

his book is 
focal brain 
he outcome 
1 regions, of 
motor areas are described in turn, ee sensori- 


mple psycho- 
mine the state 
These tests are 
he book. With 
1 can be localized 
ner regarding the 
‹ anization, 

This book will be of most due to ibo who 
are interested in trying to follow the manner in 
which psychological and physical factors contri- 
bute to the appearance of clinical phenomena. 
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They will therefore not fail to be impressed, for 
example, by the similarity between the distur- 


bances of voluntary movements which accompany . 


lesions of the premotor and frontal areas ofthe 
brain and those disorders of movement which are 
to be encountered in acute and chronic cases of 
schizophrenic psychosis. А 

The importance of this book does not lie pe 
tirely in the rich clinical and theoretical materia 
which is contained within its pages. It shows that 
only thorough and painstaking clinical investiga” 
tion of individual patients will lead to significant 
information. This book may help end the ona 
that the clinical method is incapable, by itself, а 
producing data worthy of the description ‘scientl- 
fic’. This criticism has gradually eroded the goan 
dence of psychiatrists in what is their principa 
technical procedure. Indeed many psychiatrists 
are now convinced that their material will only b 
given the status of ‘scientific’ if it is garbed in the 
dress of experimental design and statistic? 
analysis. 

Professor Luria's book shows how much can be 
achieved by the clinical method alone. In a р!" 
face Dr Hans Teuber says, ‘If a book like profes- 
sor Luria’s had been written here [ie. in the 
U.S.A] it would teem with means and standard 
deviations, not to speak of analysis of variano 
and co-variance. Yet the sobering fact is that mo5 
of Professor Luria’s conclusions would not 
changed if he had chosen to use these refinement 
His own enormous clinical experience and his I? 
tuitive Sense for what are reasonable interpret?" 
tions are playing for him the role of large sampl? 
Statistics.’ This book demonstrates above all ho" 
reliable and dependable data can result from cat?” 
ful clinical observation conducted in a systematt 
and organized fashion. d 

© premature imposition of sophisticat® 

natur: al-science methodology has already led to 4 
р лаашу in much contemporary psychiatr" 
sog ЧЫ а some of paramount irg 
enquiry and De pre вам wes qim , 
vli texte Servation. Professor Luria's геп 
бее With a subject matter not so differ” 

З cat of psychiatry, will surely act as а 6% 
Tective to this un; ts 

Productive trend. 


THOMAS FREEMAN 
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> Modes of Thinking in Young Children. By 

"y. M. A. Wattactt and N. Kocan. (Pp. 337. 
No price stated.) New York: Holt, 
Rinehart and Winston. 1965. 


Considerable interest has of late been shown in 
the possible existence of a cognitive dimension 
labelled ‘creativity’. The competitive urge Te- 
leased so dramatically on a national level in the 
U.S.A. since the flight of the first Russian sputnik 
has amongst American investigators in particular 
given rise to a body of research on the topic that is 
frequently fascinating and thought-provoking but 
also disturbingly often marked by careless haste 
and unwarranted generalizations. In this book an 
extremely useful review of the published evidence 
appears in the first chapter, which suggests, on the 
One hand, that the various tests of creativity in 
Current use are not sufficiently highly correlated 
to indicate a unitary dimension and, on the other 
s hand that they possess sufficient communality with 
intelligence tests to cast doubt on the indepen- 
dence claimed for the creativity and intelligence 
dimensions. Many will no doubt consider that the 
logical conclusion from such a review is to put all 
Creativity research in the wastepaper basket. 

The present authors, however, adopt another 
_ Solution,namely to recast the operational definition 
ot Creativity, develop à number of tests according- 
Y, and then with these new tools attempt to demon- 
Strate once more that creativity is an independent 
Unitary dimension of cognitive structure. They do 
this carefully and convincingly, and as a result are 
üble to isolate four groups of individuals: those 
‘gh on both intelligence and creativity, those high 
ou intelligence but low on creativity, those low on 
telligence and high on creativity, and those who 
ate low in both respects. The major part of the 
book is devoted to a contrasting examination of 
ane four groups, and while much of the material 
hus thrown up must be regarded as highly tenta- 
tive and in need of confirmation, some useful dis- 
Cussions of the mental health implications emerge 
With regard to the various combinations of intelli- 
Bence and creativity. In general, it would appear 
that those high on creativity and low on intelli- 
Bence are particularly undervalued by our educa- 
tional system and therefore more likely to ex- 
Perience inadequacy and conflict with their school 
Environment: on the other hand those low on 
Creativity and high on intelligence tend to be ad- 
dicted to school achievement and to regard aca- 
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demic failure as catastrophic. Findings such as 
these lead the authors to believe that the broad 
modes of thinking reflected in the two dimensions 
under consideration may have wide ramifications 
in the child’s life, and that an understanding of 
emotional and educational development must 
take both into account. Despite many important 
shortcomings, such as the failure to report the 
т.о. range of the sample and the often far-fetched 
explanations given for the many inconsistencies in 
the findings obtained for boys and girls, this is a 
useful addition to the growing body of evidence 
showing that there is more to a child's intellectual 


functions than his 1.0. H. R. SCHAFFER 


Practice and Theory of Psychoanalysis, vol. П. 
By HERMAN NUNBERG. (Pp. 220. $4.50.) 
New York: International Universities Press. 


1966. 


The second volume of Nunberg's Practice and 
Theory of Psychoanalysis consists of eight essays. 
Six are classical psychoanalytic papers: two are 
of a rather different type. 

The first of these, which is also the first essay 
in the book, is à psychoanalytic paper on ‘The 
Unfulfilled Wishes According to Freud’s Teach- 
ings’ but it is also almost a historical curiosity, in 
that it was presented in 1912 to the Second Con- 

ess of Polish Psychiatrists, Neurologists and 
Psychologists in Cracow and published in the fol- 
lowing year in Neurologia Polska. Although in- 
tended as an introduction to a series of lectures on 
psychoanalysis, it was forgotten by Nunberg, and 
now appears in English for the first time. It is thus 
virtually a new lecture, but one written for a pub- 
lic who were more or less unfamiliar with psycho- 
analytic concepts: It is full of freshness and clarity 
and much persuasiveness. Although written so 
long ago, Nunberg’s characteristic way of hand- 
ling clinical material and integrating it closely with 

nt. Lucidity and penetra- 


theory are already evide and 
tion go hand in hand. The paper 15 still an ex- 


cellent introduction to the study of psychoanalysis. 

The other paper, which has also à historical 
flavour, but of a different sort, is the ‘Introduction 
to the Minutes of the Vienna Psychoanalytic 
Society’. This tells how the minutes were en- 
trusted by Freud when he left Vienna to Federn 
who, leaving Vienna shortly afterwards himself, 
took them with him into exile. Federn’s concern 
that the minutes should be presented to the world 
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led him to provide in his will for their a ey 
after his death. The papers were left to is E^ b 
Ernst, and to Nunberg who was to edit them. М 
must be grateful that he and Ernst Federn, ie - 
zing the historic importance of the minutes, de- 
cided to publish the material in full, thus allowing 
us to learn something of the first group of indivi- 
duals to whom psychoanalysis was introduced. 
They were a heterogeneous collection of persons 
whom Freud gathered round him, united by an 
interest in psychology and a receptivity to new 
ideas. We can see something of the effect these 
concepts had. Nunberg's great concern for psycho- 
analysis and his sense of responsibility pervade the 
Introduction. 

It is interesting to note how easily Freud realized 
that the patient influences the doctor as well as 
vice versa and that the topic of counter-trans- 
ference was dealt with in group discussion before 
1915, although it was not so designated. The in- 
troduction also gives the reader a view of Freud 
in action. This is a particularly vivid glimpse: 
“When a speaker’s remarks aroused his particular 
interest...he would lift his head and look in- 
tensely, with extreme concentration, at a point in 
Space, as if he were Seeing Something there. This 
tendency to see what he was thinking is reflected 
in his writings...” The introduction will lure 


readers on to acquire the minutes if any persuasion 
is required. 


The other six essays of 


the book are all products 
of a mind which has as: 


Si 


Sy and vice versa. 
1 as subject of the 
X paper is a mode] 
ion', as Nunberg 
Says himself in the paper ** magnifies" certain re- 
actions of the ego, bares their hidden meaning and 
in the manner of an experiment makes the whole 
castration, complex more accessible to direct ob- 
Servation than does mere frustration. It can then 
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d 
be seen that the conflict between Ба 
hetero-sexuality forms the p iteal 
for neuroses as well as for primitive pu зей 
and the religious systems of more "clinical 
peoples. This theme is worked out a inter- 
material with masterly thoroughness a 

tative acumen. 

Phe same mind applies itself to the mdp 
"Curiosity' through the medium of one ec Eni 
berg allows his reader to go step by step d at the | 
in his inquiry. This is, he says, a аня as for 
psychoanalytic workshop. For Nunberg, ker j 
Freud, seeing and understanding were very mpre- ‚ 
allied. The way in which he displays his mee he 
hension of the topic as a whole, and in w т 
passes from area to area of the сазе, PRA e for 
admiration. The analyst must have the ге 0877 
knowledge—the definition of curiosity—him sies 
The search is continued until the basic puen i 
are laid bare, while the reader is brought into 5 aa 
close touch with the clinical material that 1 
method of search is displayed. Nunberg says tto 
looks as if the child were born with an ne 
investigate.’ We see how far this instinct le¢ nt's 
patient; we see the ramification in шее aie 
mind; we see what Nunberg made of this an + 
are led to farther speculation. Our own neg 
investigate is appealed to. This is education 
the analyst at its best. ч tion" 

The complexity of oedipal material, its ec 
Ship to the castration complex and its later € diff- 
on the development of individuality are so {ел 
cult to grasp that they measure, to some ex at 
analytic ability. Without some grasp of this ie y 
Plexity, pre-oedipal material cannot be е 
handled, and in acquiring this ability these | 
Papers are of enormous assistance. high 

The other four €ssays maintain the same et 
Standard. One requires special mention: ‘A CO CA 
mentary on Freud’s “An Outline of ewer 
analysis”, Nunberg bends the forces of his er 
tellect to understand so far as he is able a 
“thought-provoking formulations’ of the Mast? g 
He shows what he can do while freely admitting 
that the Outline, even incomplete as it i» ^ 

Stimulate thinking for generations i 

come”. Stimulated by his reverence for pev 
after his objective commentary, he rises toreal € 


н : : t 
quence in allowing us to sce something of 
wonderful relations] 


en 
uos hip that can develop ce 
the disciple ang the great man. This is most то 
to read. 


syM 
‚С.В. 
J я 
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The Fir 
p ош Year of Life. By RENE A. SPITZ, in 
y с aboration with W. GODFREY COBLINER. 
ү 394. $8.50). New York: International 
niversities Press Inc. 1965. 


ud hc is a survey by Dr Rene Spitz of the 
Bons die F ен over a period of thirty years or 
Bue di levelopment of object relations in 1n- 
States. Ше em three parts. In the first the author 
tethodolo heoretical position and outlines his 
stitutio gy. The second part deals with the *con- 

n of the libidinal object’; in it the author's 


detai i 
r led studies of young infants’ reactions are de- 


Scribe 7 
* "n 
d and his concept of the three successive *or- 


Ы 


| 


t 


d 


ы 
Cre; 
- Tent from the control mothers 


| 
\ 


veg b the psyche’ is elaborated and ex- 
ject Ehe 3 deals with the ‘pathology of ob- 
toxic di ions’, and is divided into *psycho- 
diseas, sturbances’ and ‘emotional deficiency 
ases. 

ee ughout the book three different classes of 
Кош introduced: Spitz’s own observations, 
auth e from relevant work by others and the 
material interpretation of both. Much of the 
eal of j will be familiar to readers and a great 
cussion has in the past been the subject of dis- 
is P een sometimes criticism. Nevertheless, it 
Volume e to have it brought together in one 
y Rene Spitz himself. 


Ti | 
< The second part of the book contains а lot of 


у hard 
factual information about infantile reactions, 


m 

E it first worked out by Spitz and now 
orwar, d accepted. The theoretical constructs put 
Appear are open to discussion but on the whole 
‚ Seems well founded. The third part, by contrast, 
Telatin at times more speculative and the data 
do hae to the various ‘psychotoxic disturbances 
Mig appear adequately to justify the 
as Go arguments put forward—interesting 
ion i nevertheless are. For example, the asser- 
Causes whe pyschological factor was one of the 
i Ча infantile eczema, while plausible enough, 
er cely proved by the data available:while few 
ound differences from the control group were 
Oth in the factors examined it is clear that the 
ers of the eczematous children were very dif- 
Iscus, _ e and various un- 
ave Е ed genetic ог constitutional factors might 
Coin een operating, the different handling being 
th cident, but not causative factor. The status 

i Ev Syndrome of 'primary passive rejection 
Self кз 101918 unsatisfactory—though Spitz ше. 
here Serves that more investigation 1S neede 


+ 


a 


A. 
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Undoubtedly the methodology employed in 
many of these studies is open to criticism. Indeed 
the author admits this implicitly in the first chap- 
ter when he invites the reader to skip chapter 2, 
the section on methodology; and more explicitly 
in his conclusion when he says, ‘Future research 
will be conducted with more subtle instruments 
and indubitably expand, correct and modify my 
findings.” Methodological weaknesses are how- 
ever inevitable in pioneering research of the type 
which Dr Spitz has carried out; and it has to be 
remembered that when he started to study the 
behaviour of infants most other psychoanalysts 
were content simply to sit back and theorize on 
the matter. 

This book must surely be essential reading for 
anyone studying this period of life and wanting a 
psychoanalytically orientated account of it. It will 
be a rich source of ideas for the intending research 
worker: possible experiments and hypotheses for 
verification continually spring to mind as one 
reads it. There is also a comprehensive biblio- 
graphy covering both the author's own writings 
and many other references. 

The appendix, by W. Godfrey Cobliner, deals 
with Piaget's work on cognitive development and 
the constitution of the permanent object, in rela- 
tion to the findings of psychoanalysis. The two 
are presented as to some extent complementary. 
It is conceded that psychoanalysis has in the past 
tended to neglect the development of cognitive 
processes, but on the other hand Piaget 1s held to 
have overlooked the psychic drives responsible for 
the infant's actions: although in studying the 
development of the object he has acknowledged 
its affective aspects he has ignored these in his ex- 
periments. The similarity is pointed out between 
Piaget’s concept of ‘stages of development and 
Spitz's nodal points or ‘organizers of the psyche А 
though ће latter аге considered to provide an ex- 

lanation fora wider range of phenomena. Finally, 
the object of academic psychology, Piaget's per- 
manent object and the libidinal object of psycho- 
analysis are each considered in turn. The author 
regrets Piaget's progressive loss of contact with 

sychoanalysis since 1933, his lack of knowledge 
of modern psychoanalytical ego psychology, and 
the failure of the Geneva school *to link cognition 
and conation with intrapsychic processes". This 
isan interesting section of the book, written from 
the psychoanalytical point of view and at times 
sharply critical of Piaget; but no doubt the inter- 
pretations which both schools place on observed 
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events in early infancy will yet undergo con- 
siderable future modification. " 
| The book is mainly well produced though itisa 
ity the figures do not appear in numerical order. 
it is likely to remain a valuable source of reference 
for a long time to come. PHILIP BARKER 


The Hampstead Psychoanalytic Index: A Study 
of the Psychoanalytic Case Material of a 
Two-Year-Old Child. By 1онм BoLLAND, 
ЈОЅЕРН SANDLER et al. (Рр. 205. $4.50.) 


New York: International Universities Press. 
1965. 


This is the first of a monograph series designed 

for papers too long for inclusion in the annual 
volumes of The Psychoanalytic Study of the 
Child. Initially the monographs will deal with the 
work of the Hampstead Child-Therapy Clinic, and 
this one illustrates the use of the Hampstead 
Psychoanalytic Index, which has been developed 
at the clinic over the past ten years. 

In the first part of the book the analysis of a 
child is described. Andy, the patient, attended for 
221 analytic sessions between the ages of 2 years 
5 months and 3 years 7 months. Descri 
means of Dr Bolland’s weekly reports, which give 
a vivid and clear account of the course of the 
analysis and of the therapist’s dealings with the 
parents. The reports have been presented largely 
unedited, including errors of technique and mis- 
understanding of material, and are all the more 
interesting for this. 

While the account of Andy’s analysis makes ab- 
sorbing reading, the real Point of the book is in 
the second part, where the indexing of the case 
material is illustrated. For indexing, material is 
classified under 


i ten headings: general case 
material, ego (general), ego (anxiety), ego (de- 
fences), instinctual, object relationshi 


ps, fantasies, 

Superego, symptoms and, finally treatment Situa- 
tion and technique. Each of these Sections has a 
chapter to itself. In this the relevant extracts from 
the index manuals are given and the contents of 
the cards referring to Andy's case are reproduced, 
with references to the appropriate weekly reports, 
Psychoanalytic material is Clearly not easy to 
classify and index. As an example the final sec- 
tion is first divided into four headings: ‘activities 
and behaviour"; ‘contact by therapist with parents 
and others’; a section for ‘aims of treatment’, 
“frequency of sessions’ and “interruptions and 


ption is by 
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i » ‘aspects 
reasons for terminating treatment’; and ine 
of technique’. Then under each of these hea 


ivisi ivisions. Thus 
there are further divisions and subdivisions. F 


under ‘technique’ one section is M ew 
nonverbal’, with further subdivisions a e 
‘permission to take things home’, ‘physica udi 
tact and restraint’, ‘presents’, and so on. cae 
feature as it appeared during Andy's analysis е d 
corded on a card, one copy of which is filed u we 
the patient’s name, another in an appropriate ihi 
tion of the index with similar cards from © е 
cases. There is also а quite complex system 

cross-referencing. В 

The authors у observe that * the — 
tion of records, however accurate and illumina it 
[does] not in itself constitute research’. мо ы 
must be said, does indexing material from хаза 
Research must involve the formulation of ee 
hypotheses followed by attempts to prove rial 
disprove) them. What the indexed mate oi 
should do, however, is to provide the merid 4 
formulating and testing hypotheses—though 
point is not dealt with in the monograph- sily 
index will also make material much more € 
available for teaching. 

The description of the index will undoubted 
be of great interest to analysts not already fam! e 
with it, Particularly those concerned with E 
search. To other readers the account of the P 


E 


é 


А 


' 
| 


à : ose 
tient’s analysis may be of greater interest. Th 


of us working in the hurly-burly of "Nation. 
Health Service psychiatric practice will inevit? dys 
wonder at the time given to the treatment of А КЛ 
especially as the authors themselves state that ; 
Course of the analysis suggests that the progress: 
and maturational processes would have rage 
him through the developmental stages fairly $ 


i А the 
cessfully Without treatment.’ This is not reallv at 
point, however, of what was obviously in large P 

à research- 


Orientated venture. Moreover Ad 
and his parents clearly both needed help and wid 
ceived effective help. Whether that help ois 
have been given using less therapist tim” 

another question, and not one which the auth js 
attempt to answer. Perhaps they will try to do ; * 
later, though one Striking omission from the eit 
is any section dealing with the outcome of t” pt 
ment and longer-term, follow-up data. No pe 

the authors would justifiably defend this om 
by saying that they set out to index the 2027 yy 


and general case material, not to do a n v 
study, but the relating of the course of analys 


ой 
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subsequent progress nevertheless seems the logical 
,, next step. 
D " The book itself has no index, but presumably 
ү authors had had enough of indexing by the 
Ime they came to the end. PHILIP BARKER 


Experimental Parapsychology— A Review and 
Interpretation. By K. RAMAKRISHNA RAO. 
(Pp. 255. $9.50.) Springfield: Charles C. 
Thomas. 1966. 


ru E author of this book offers it as a standard 
к RA AN source book to succeed Rhine's Ex- 
hele Perception After Sixty Years, pub- 
fas a quarter of a century ago, and claims to 
"oe a review of all the experimental reports 

k fone then. The foreign literature and contribu- 
Cove; from biology are, however, incompletely 
con ted, although Dr Rao does present, clearlyand 
vincingly, the experimental evidence for the 


‚ &xistence of ESP. He also presents that for the 
ngly, for he 


\ 

| 

: (iei of PK, but less convincingly, 

^ in S not, for example, evaluate the positive find- 

85 of Thouless. He examines fairly ће statistical 

. Fs has shifted to the problem of discovering its 

p Dr Rao proceeds to discuss the experi- 

Жым, designed to pick out the high scorers, 

tee the physiological factors and mental 

k ad which may enhance psi, and elucidate the 

Ceal re of the powerful forces which actively con- 

2s it. Here, the measurable ‘psi-missing pheno- 

ino shown by the ‘goats’ is particularly in- 

wo He also discusses the importance of 

be aspects of the target, and of the experi- 

ex ntal set-up, while the importance, even, of the 

* A ы imenter himself is well brought out in his ac- 

Sit of the investigation by West and Fisk in 

of Ке it appeared, from the differential response 

ing he subjects, that the latter were paranormally 

| Monte by the undisclosed dual-experimenter 

of ation. Dr Rao, ending with a critical survey 

$^. i the theories of psi and of its wider implications, 
\ 


wee so emphasized by the so-called ‘goats’ 
case hs a bias against psi, and concludes that the 
ase for its existence is now so strong that atten- 
E probably right in concluding that none of the 
moe isadequate. However, in dismissing Jung E 
b Volutionary concept of ‘synchronicity’ 45 at 
| ie à purely descriptive concept, it is clear that 
з һаз misread, and therefore, perhaps, misunder- 
ood Jung for he alleges that Jung illustrated this 
Concept by recounting the six occasions in 24 hours 
A- 
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on which he had had vividly brought to his atten- 
tion the idea of ‘fish’. In fact, Jung offered that 
series of coincidences as an illustration, precisely, 
of what is not justifiably called ‘synchronicity’. Dr 
Rao points out that analogies of psi with percep- 
tion are unsatisfactory and himself suggests that it 
may turn out to be a function of, and generated 
by, the exercise of what he calls “primordial 
imagination.’ 

The more academic and scientific psychiatrist 
will be struck by the paucity of experimental 
studies from his own field, a paucity which is, ob- 
viously enough, bound up with that *psi-neglect 
which is so clear a feature of modern psychiatry. 
The fact that psi is not mentioned in psychiatric 
textbooks and that the more weighty experi- 
mental evidence is not considered appropriate for 
critical evaluation even by postgraduate students 
will be explained by most teachers in terms of psi 
being trivial, irrelevant or even bogus. Only a 
few will recognize that this *psi-neglect derives 
from the difficulty—indeed the impossibility—of 
integrating psi into the old metaphysical pattern 
of the Cartesian world-machine which most of 
them absorbed as students. This is a metaphysic 
which is usually tacit, evokes discomfiture only 
when eloquently explicit (as in Dr William Sar- 

ant's recent ‘Plea for a more mechanistic ap- 
roach to treatment in psychiatry *) and excludes 
si on merely a priori grounds. The stumbling 
block in it is the deterministic type of causality 
to which it is indissolubly bound and, although it 
now seems that teleological explanation is genu- 
inely a part of our knowledge of living things and 
of ‘causality’ is less funda- 

ill’ m which, according 
the deeply rooted 
s. Indeed, as 
ut, the task of 


Newtonian delusions, 


mental than t 
to Earl Russell, i 1 
delusion of determinism continue: 
Prof. Marjorie Grene 
putting finally to rest ОШ 
and of renewing 
living (which си ло 

i hy in the епі ‹ 
amore difficult but more urgent, by the rise of 


i i d d on 
$ mechanical hilosophy founde 
oet r ics. The influence of 


i i i i lear but 
hilosophy In psychiatry is very c! А 
ку В Же; the parapsychological find- 


unds for discarding determinism 
be factual, 


ings provide gro 

and Га suggest, if PK turns out to be t l 
that an actual reversal of the deterministic posi- 
tion may be called for. The findings of this book, 
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therefore, should at least give fresh heart to those 
who believe that in no field is the task of concep- 
tual reform more urgent than in psychiatry. 

The more clinical psychiatrist will ask if ex- 
perimental parapsychology has, nevertheless, any 
real and practical relevance to his day-to-day 
work. Some few clinicians already take psi into 
account and make use of it in the course of psycho- 
therapy, in spite of the absence of an ade 
conceptual framework, and to this minori 
findings of this book may Suggest lines 
which such a conceptual framework m 
developed. But most will continue in thei: 
neglect’ and probably not even notic 
and this will be regrettable be 
sent asignificant challen: 
towards current psychi 
which, if accepted, mig! 
the strings of the con 


quate 
ty the 
along 
ay be 
г 'psi- 
e this book 
cause it does repre- 


JAMES F. MCHARG 
Insight and Responsibili 


SON. (Pp. 256. 30 
Faber. 1966, 


This book is a coli 
Prof. Erikson as a 
notable occasions, 


ty. By ERK Н. Емқ- 
5.) London: Faber апа 


lection of six lectures given by 
Buest speaker on a number of 
and the subtitle “Lectures on 
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the Ethical Implications of Bayhosualgu Па 
sight’ gives the unifying theme. Those Ps соіа 
who are already familiar with the author "€ 
siderable biography Young Man Luther will ne 
of his special interest in the flowering of mes 
He applies this in the first lecture toa fresh P les 
tation of Sigmund Freud's earliest UN 
Partly perhaps because of his own persona iod 
ciations with the Freud family this lecture ed 
particular zest which makes it for this eie 
the best part of the book. There is a brave S of ; 
in the following chapter, titled "The nature li- 4 
Clinical evidence’, to explain to an енн 
пагу audience how a clinician really works. Es 

is a formidable task and is not altogether pee 
ful, perhaps because the framework for where 
pretation is such a sophisticated one. Elsew SO 
he takes psychotherapists to task for d 
much on the weaknesses of human persone of | 
and paying so little attention to the ve tm 
strength. This is the meatiest part of the book es 
repays close study. He has some particularly e D | 
Чуе апа perceptive things to say about the У 

dom of old age, and hints at the immense wr 
little-noticed significance of the end of a gra a 
Parent’s life for the sense of values of the pio is 
child.Uprootedness and the refugee phenomeno", 
thethemeof another section, and he concludes mee 
a fascinating dissertation on the ‘love thy D. 
bour'ethic which he calls ‘the Golden Rule’.MU it 
ality is the core theme of the whole book he 
is of parent and child, one generation and eroe 
teacherand Pupil, or therapist and patient. pir " 
moves easily from the clinical fields to the philo Р. 
Phical and from this again to ethics and one C? 


ei 
not but feel that he Could as easily have devot 
himself t 


0 literature as to psychoanalysis. Th A 
least any casual Teader with enough understand 
can enjoy even if they will have difficulty wt 
Many of the technical allusions. Those who 4 ^ 
Teady know Erikson’s main contributions tO рУ, 
choanalytic theory and personality develop? 
Will find little new here but may enjoy the bre? 
of vision ang the particular relevance © 
themes for Our insecure times, . sont 


nis 


Psychiatrische Studien, 
Zurich: Rascher Ve 1966. 

ts 0 

1 This is the first Volume of the collected er i 

mg and consists Of nine articles which were nich 

nally published between 1902 and 1905 and wh 


rlag. 


^ 
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devoted to such widely differing topics as 
i, Typtamnesia, simulation of insanity, and chronic 
EG longest contribution is a dissertation 
БСЕШ none and pathology of so-called 
Sister Уз ы - This is a very interesting dis- 
edilme the psychopathology of spiritualistic 
hikes s. Although all the articles in this book 
sets ER Over sixty years ago they are still of 
today. They are the work of a good clinical 
M who was not afraid to use Freudian 
1 | eas. One can agree with Freud that it was a pity 
> that Jung gave up psychoanalysis for mythology. 


r 
- FRANK FISH 


Untersuchung zur Struktur. symtomatischer 
Psychosen. By J. M. BURCHARD. (Pp. 172. 
um 22.) Stuttgart: Ferdinand Enke Verlag. 

m 


Bei à the psychiatric organic states offer 
Phen SUE opportunity to correlate psychological 
Lo with physical changes in the nervous 
ditione there has been little interest in these con- 
Жр in the English-speaking world in recent 
ss the German psychiatric literature, on the 
— « Cussi and, there has always been a vigorous dis- 
à ee of the psychology of symptomatic psy- 
deg In this monograph Dr Burchard gives а 
itr ed description of the symptomatology of the 
и" ап psychosis, compares it with other model 
oe and attempts to use his findings to sup- 
+ ps a ‘structural’ theory of the symptomatic 
Усһоѕеѕ, 
Ке is a powerful anticholinergic agen 1 
een used in the treatment of ‘endogenous 
se) choses, The author gave this drug to thirty- 
Seven patients, most of whom were suffering from 
\ endogenous’ depression, and found that al- 
ohn in the majority of patients the symptoms 
жа functional psychosis disappeared during the 
on ап psychosis there was no permanent effect 
di the course of the illness. In most cases the 
À we psychosis began with a typical delirium, 
" hich was followed by an iterative occupational 
сы dum in which the patient fiddled with various 
ee in the immediate environment, but did not 
arry out the actions of his trade. This ‘occupa- 
сова] syndrome’ was followed Бу а Korsakoff 
Yndrome in which there was no spatial disorien- 
tation. In some cases this was followed by a hy- 


r 
an 


t and 


= dii 
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peraesthetic emotional syndrome. As might be 
expected, these syndromes were not sharply 
separated from one another and mixed clinical 
pictures occurred. The author interprets his find- 
ings in terms of levels of disintegration and the 
emergence of ‘structures’ at these different levels. 
It is difficult to see how this ‘structural’ approach 
increases our understanding of the symptomatic 
psychoses. Nevertheless this is a very interesting 
study of artificially induced acute organic states. 
FRANK FISH 


Neurologie und Psychiatrie. By R. LEMKE and 
H. RENNERT. (Pp. 483. MDN 27.80). Leip- 
zig: J. A. Barth. 1965. 


This is the third edition of Professor Lemke’s 
well-known combined textbook of neurology and 
psychiatry, which has been revised by Prof. 
Rennert. The first half of the book is an excellent 
short guide to neurology, while the second half 
deals with general psychiatry and child psychiatry. 
Unlike many German authors Prof. Rennert 
presents the views of other psychiatrists clearly 
and succinctly. Among other things there is an in- 
teresting discussion of the classification of the 


‘endogenous’ psychoses and the concept of a uni- 


tary psychosis. p 
copiously illustrated. It re 
chiatry and neurology at its best. 


he book is well produced and 
presents German psy- 
FRANK FISH 


Kortiko-viscerale Pathologie. By К.М. By- 


Kow and I. T. KURZIN. (Pp. 652. 59.165. 3а.) 
Berlin: Verlag Volk und Gesundheit. 1966. 


The views of Soviet psychiatrists on psycho- 
somatic disorders are not well known 1n Western 
Europe, so that this German translation of a 
standard Russian work on psychosomatic dis- 
orders is most welcome. AS good Paviovians the 
authors prefer the term *cortico-visceral o 
logy' to n psychosomatic diseases’ because they 


believe that the cerebral cortex plays the most im- 
he control of all functions of the 


ortant part in t! 1 
en еу do, however, acknowledge the im- 

ortance of subcortical centres in the causation 
of psychosomatic disorders. 

The first half of the book deals with general 
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problems. In the first chapter there is a discussion 
of the concept of illness and this includes a criti- 
cism of Freudian theories of psychosomatic dis- 
orders. The following two chapters are concerned 
with the application of Pavlovian theory to medi- 
cine and the basic principles of cortico-visceral 
pathology. This is followed by a chapter on the 
general principles of cortico-visceral pathogenesis 
of internal diseases. The remainder of the book 
deals with psychosomatic disorders of the alimen- 
tary tract, the cardiovascular system and the 
blood. 

The authors cite many experiments on animals 
to support their theory that psychosomatic dis- 
orders are the result of disorders of higher nervous 
activity. While there is no doubt that illnesses re- 
sembling human psychosomatic disorders can oc- 
cur in animals as a result of psychological stress 
and lesions of the nervous system, the experiments 
discussed by the authors do not support their 
complicated Pavlovian theories of psychosomatic 
diseases. 

This book is a useful contribution to the Ger- 


man literature 9n psychosomatic disorders, be- 
cause it is a detailed presentation of the views of 
the Pavlovian school and gives details of experi 
mental work which until now has onl ie 
available in Russian. E 
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Enzephalopathien bei chronischen Alkolismus. 


Ву H. J. Согмамт. (Pp. xi+92. DM 15) | 


Stuttgart: Enke. 1965. 


This is a very valuable addition to the litera" 
ture on the pathological effects of chronic al 
coholism. The author presents the pathologica 
findings in a series of thirty-seven cases of Wer 
nicke's encephalopathy collected over a period к, 
five years. He paid particular attention to th 4 
thalamic nuclei and in almost all cases he fount 
symmetrical lesions in the nucleus medio-dorsalls 
and the pulvinar and slightly less frequently A 
the nucleus latero-dorsalis. Degeneration oft 
rostral nucleus was much less common. The a 
tent of the degeneration of the thalamic nucle! M 
parallel with the severity of the clinical picture 
two cases delirium and not Wernicke's en? 
phalopathy was associated with degeneration 0 
the thalamic nuclei. In six cases central pontin’ 
degeneration was found, but it was not associa a 
with a characteristic clinical picture. Gliosis bir 
not uncommonly found in the lateral genic" в 


body and the amygdaloid nucleus. 


as 
These findings raise many questions, such 


the immediate cause of the thalamic lesions 
their relation to the clinical picture. Neverthel? 
they form an excellent starting-point for {ше 
investigations. Despite its paper cover the book *. 
Well produced and has many excellent illustration? 


FRANK FISH 
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Notes on a theory of reconstruction 


DAVID L. RUBINFINE* 


This communication is in a sense a memorial 
to two of my teachers, Dr Ernst Kris pes 
David Rapaport. The ways in which : eir 
teachings influenced me and contribute a 
my own thought will be amply a 
throughout. Katan (1939) and, many yar 
later, Reider (1953) addressed iori | 
aspects of this problem in very luci m 
stimulating papers. My own sidus 
led me along a зоте their findings 

ich in no sense contradi . 
oie indebted to them, sgt a 
¥ unique opportunity to subject zd ae ay 

ideas to the critical, but creative a a 

section of the Ernst Kris Study jroup 

ducted by Dr Rudolph asi sai 9 

The origin of my theoretica in eee 
process of reconstruction п ana e : 
lies ina paragraph from Freud’s (1937) pape! 


__ ‘Constructions in analysis’: 
L4 


: ires investigation and ex- 
Ошу 255 аа c starts from the analyst's 
PEE or gsm to end in the eem s ер. 
erm but it does not always ier een 
otten we do not succeed in esti. ate of that, 
recollect what has been repressec- Шу spas ORR 
i lysis is carried out correctly, we p! ng 
л ше алау red conviction of the truth of t! ie 
in иш “ене achieves the same — 
construc P 
result as а recaptured ve Ба vina 
what the circumstances are їп v М 


x : t what appears to be 
it is possible tha! 
ae of wes P Бейше should nevertheless 
n incor 


produce a complete result—all of this is material 
ape 68. 
for a later enquiry. ЇР. 3 1 


i intended as 

ux aterial that follows is not inten s 

a тоны» for our a са 

logical theory of the hace ae pee E 

analytic work. Certainly from E - us ш 
of technique the working concep s of analy 


* New York. 
13 


of resistance and transference provide in a 
highly satisfactory way for the observed 
gradual reduction of defence leading to the 
appearance of less distorted drive derivatives 
in consciousness, ultimately leading to recog- 
nition and sometimes to recall In this 
manner pathogenic memorial data (represen- 
tations of fantasies, traumatic events, etc.) are 
linked to word representations by interpreta- 
tion. Subsequently the process of working 
through ensures the investment of these 
memories with the bound cathexes of secon- 
dary process—thereby lessening the likelihood 
of production of pathological substitute 
formations through displacement, condensa- 
tion, etc. (symptom formation). 

I propose to focus on a particular, formal 
aspect of the analytic process of reconstruc- 
tion, i.e. those alterations in ego functioning 
which make possible the cognizing of archaic 
memorial data. Ordinarily such archaic 
material is denied entry into consciousness 
not only by defence, but also by the fact that 
in the adult, ordinary waking consciousness is 
associated with a state of the ego functions 
closely tied to the reality principle and 
secondary processes. Forms of representation 
which are essential for the appearance of 
primitive fantasy are thus alien to the 
ordinary waking state. What follows then is an 
attempt to formulate a theory of the altera- 
tions in ego functioning necessary for the 
cognizing of such primitive memorial data. 
To do this I shall first have to summarize 
certain aspects of our theory of consciousness 
from a previous paper (1961). 

Rapaport (19515) has observed: 


the interest in the formal characteristics of 
thought and of their disturbances is cu 
awakening. Prepsychoanalytic psychiat 
considerable concern for these form 


rrently re- 
ry showed 
al charac- 
Med. Psych, 40 
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teristics in disturbances of thought. Freud him- 
self paid much attention to them, yet his work on 
content was fated to impress psychoanalysts, 
psychiatrists, and even psychologists, more than 
did his work on formal characteristics, probably 
because the former seemed more immediately 
useful in treating patients. It is clear, however, 
that the formal characteristics of thought and 
Freud’s contribution to their understanding are 


shifting closer to the centre of attention than ever 
before. 


I shall begin with a quotation from The 
Interpretation of Dreams. Freud (1900) dis- 
Cusses, in this passage, some characteristics 
of the state of consciousness necessary for the 
pursuit of dream interpretation: 


This involves some psychological preparation of 
the patient. We must aim at bringing about two 
changes in him: an increase in the attention he 
pays to his own psychical perceptions and the 
elimination of the criticism by which he normall 
Sifts the thoughts that occur to him. In order that 
he may be able to concentrate his attention on his 
self-observation it is an advantage for him to lie 
in a restful attitude and shut his eyes.... 

What is in question, evidently, is the establish- 
ment of a psychical state which, in its distribution 
of psychical energy (that is, of mobile attention), 


bears some analogy to the state before fallin; 
asleep—and no doubt also to hypnosis. As we 
fall asleep, ** involuntary ideas" emerge... As th 
involuntary ideas emerge t nite i 


hey change into vi 
and acoustic images’. , JR. ONET E 
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for their nutriment. It is appropriate to note 
here that in the passage cited from the 
Interpretation of Dreams, and in the experi- « 
ments of Bexton, Heron & Scott (1954) and 
Lilly (1956), restriction of muscular action is a 
significant factor in inducing the altered state. 
This is also clearly true of the induction phase 
of hypnosis as well (Gill & Brenman 1959). 
That such restriction may well play a signifi- 
cant role in bringing about a regressed and 
altered ego state can be inferred from the 
importance given to muscular action by Freud 
in the genesis of the capacity to distinguish 
external from internal perception; i.e. in 
Teality testing. 

Thus, when there is an interference with 
the apparatus for maintaining contact with 
the external world, and with muscular 
activity or motility, regression occurs in the, 
state of consciousness, in the capacity to test 
reality, and in the differentation of the inner 
from the outer world, 

á From this brief statement it is already evi- 

е 


nt that consciousness is not a unitary, all- 
or-none phenomenon, but rather an organiza- 
tion with a variet 


i y of states of excitation, each 
of which is characterized by its own type of 
representation of both inner and external 
sensory data relayed to it. Each particular 
кз n of consciousness (or aware- 
ЗЕГЕ Р арз its Own forms of registration 
r$ Pts, as well as its unique memorial 

a, recall, thought forms and contents, self 


e of memory, recall, synthe- 
t ifferent in di es of 
Consciousness ipie dar 


1 (2) cathectic chan harac- 
"ies ] ges char 
ds 9f various levels of awareness have 
[ae cu 9n the quality of memorial 
E bap iU and their registration, and 
oe к of investigators have reported } 
m ndings in exploring such states (Sil- 
19512) 09; arendonck, 1921; Rapaport, 
eo Rapaport (1951а) has summarized 

ese findings as follows: 

(1) A. 


S one moves on the continuum from 


\ 


D 
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waking consciousness to dream consciousness, 
= е ability for reflective awareness decreases. 
у That is, waking consciousness 15 characterized 
by the ability to be aware of thought ps 
and by the capacity for being aware of this 
awareness. (Cf. Bartlett: "rand to turn 
ound upon one's schemata. | 
P) The more closely the dream poe 
approximated, the less 1s the capacity ү е 5 
effort or to will, that is, to regulate the thoug 
processes voluntarily and actively. 


= (3) The form in which intrapsychic and 
> external perceptions are represented is clearly 

different for each variety of consciousness. 

Thus: | 
(a) the closer the thought to waking, the 
more it is verbal, while the closer to dream, 
Y the more it is pictorial, that 1s, characterized 
by visual imagery. The same holds for internal 
Md and external data of Кеса -— 
king consc! ess thougl 

А visit - р forms it is implicit (by 


pii 1 in H 
ре whin at there are forms of knowing, 


itis meant that the ч z 
pad eMe explicit data: thus a patient 


i ich ‘I knew it was your 
am in which I à 
s. isa т, h it looked different’). 


or acterizes the formal aspects 


“© (су Logic char 

f waking thoug 

" ar Mechanisms hold sway. a 

pum eae in cathectic structure un dy 

a К Д потепа described in points 1,2 and 3; 

RE in d and mobile energy distributions, 

| e poire organization and drive 


isi ures. р Р 
Е VUE wrote of this continuum 


ht while in dream thought 


Rapaport 
| aper: development of thought as experi- 
| d re from thought by hallucinatory 

i mental action fects the gradual development 
fet the i oideic consciousness of drive 
from the Wc polyideic consciousness of... 
cene M nal reality, internal need, and 
east ue ast experiences. This gradual 

nemoris о Р responds to the different forms 
develop ш a in which various balances are 
| 9 eni perception of internal and ex- 
| ү a in which internal experience : to 
vd na 'decreasing degrees experienced as 
eie. in which the differentiation 

! external reality, and in W: 
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between internal and external perception (thought 
and perception of reality) are differentiated with 
increasing clarity. Correspondingly, the thought 
forms consciously experienced change gradually 


from pre-logical to logical, from Syncretic to 
abstract, from idiosyncratic to socialized. 


Let us see if we can apply these concepts in 
a practical manner to a clinical problem. 
Ishall choose as an example, the forgetting of 
dreams. Not only do we forget our dreams, 
but often we have great difficulty relating 
them. All of us are familiar with the frequently 
expressed dissatisfaction of patients such as 
“I can't quite reproduce it’, or, ‘it was some- 
thing like this". We are all familiar with the 
effects of censorship and resistance, but let us 
for a moment consider the formal aspects of 
this problem. Is it possibly true that this 
difficulty arises partly because of the dif- 
ference in the two states of consciousness that 
are involved, one of dreaming, the other of 
waking? Fisher's (1956, 1957) experiments 
with subliminal stimuli as well as observations 
in hypnosis seem to bear out the idea that the 
images characteristic of dreams are better re- 
called or reproduced in reverie states; i.e. in 
states of consciousness similar to that in which 
they occurred. Thus one is left with the possi- 
bility of several types of registration, and 
perhaps several types or kinds of memory 
organization, each pertinent to its own state of 
consciousness. In this connexion, Klein (1959) 
has reported that when a subject is *en- 
couraged' into a reverie state, increased 
responsiveness to subliminal registrations 
results. 

Such observations suggest the possibility 
that different types of registration Occur 
simultaneously and that these in turn are 
more or less loosely organized into clusters 
or memory systems ranging in quality from 
logical thought in verbal trace form to dream- 
like images (see Kris, 1956 
stimuli are simultaneously 
ferent levels of awareness in such qualitatively 
unique forms. Each such registration 
‘recruited’ to its own schema. 

From such considerations 


). Perhaps many 
registered on dif- 


is 


it may be 


13-2 
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hypothesized that it is not so much a question 
of the transformation of one form into 
another (e.g. verbal trace into image), but 
rather that the state of consciousness pre- 
vailing at a given moment favours the 
emergence into awareness of one form of 
registration over another. 

Thus, in recalling a dream in the waking 
state, it is quite likely that *secondary revi- 
sions’ are not only part of a disguise or distor- 
tion due to censorship, but that this revision 
is a formal characteristic of the thought of the 
waking state in which we recall the dream. 
That is, it may occur at the moment of the 
attempt at recall or narration. 


ON REMEMBERING 


As a background for some tentative sugges- 
tions toward a theory of reconstruction, it is 
necessary to make certain introductory state- 
ments about memory and in particular the 
nature of remembering. For this purpose I 
Shall make free use of Bartlett's (1932) mono- 
graph Remembering, and a recent study by 
Paul (1959) entitled Studies in Remembering. 

Bartlett, in his classical studies on learnin; 
(1932) demonstrated that a trac ; 


г е theory of 
memory (i.e. a theory which regards the mind 
as a storehouse of memory traces) cannot 


account adequately for the complexities of 
the remembering of extended Significant 
material. He demonstrated that the recollec 
tion of such material is rarely accurate but 


rather is structured by such mechanisms as 


тн after meaning’, and rationalization 
and hence greatly influenced by the subject's 
interests, affects, and attitudes, 

To encompass such 


phenomena, Barle 
proposed the concept of schema :* an ата 
Psychic organization of past Teactions, ex. 
periences (registrations of per і 


cepts) and 


* I am indebted to the recent work of I. H 


Paul for the help it afforded me in understandi: 

and applying the concept of ‘schema’ What 
follows in this section is in large part Ботго d 
liberally from an unpublished MSS. by P. jn 
Schema and trace’ (1960). "EPI 
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affects which functions as a unified structure, 
or as Paul (1960) puts it, as an organ. In this 
frame of reference memory is seen as a result 
of the interaction of percepts (registration of 
percepts) with a pre-existing structured 
organization, i.e. a schema, to which in- 
coming percepts are recruited (Hebb, 1949). 
As Paul (1960) observes: *the psyche is made 
up of schemas about the world rather than 
images or traces of the world’. 

The schema concept was originated by the 
neurologists Head & Holmes (1911) to 
account for their observations that certain 
brain-damaged patients who had lost the 
capacity for postural recognition (awareness 
of body position in space) nevertheless re- 
tained the ability to form visual or motor 
imagery. Prior to this neurologists believed 
that such postural awareness arose from the 
evocation of visual and motor traces or images 
Which were stored in the brain. 

Head and Holmes hypothesized that past 
states or events (bodily positions or move- 
ments) do not leave permanent, discrete 
cortical traces but rather contribute to a group 
of resultants. These are the schemas, i.e. the 
background patterns in relation to which ° 
red i er and postures are initiated 
апты С. EM Specific event produces 
end this eis the moment of its occurrence 
coe de ^ is via modification of the 
— fx = S theory provides that the schema 
me. ds a adequately whether or not it 
аав ^ irte (There are of course, 

automatized smooth operation 


is di i 
Stupted by conscious awareness. See 
artmann on 


Preconscious automatisms.) 
wi Sod the schema concept, 
morial visos explain those aspects of me- 
trace theor up om that eluded explication by 
explain "o Or example, he was able to 
may differ en that the memory of an event. . 
demonstratin, ‘ly from the actual event, by 
are related t Rt the Observed discrepancies 
in terms of 9 the subject's history, especially 
thus dins e Ee and affects. Memory is 
past rath Y a reconstruction based on the 
ather than a reproduction of the past. 


| 
t 
L 


aK. 
М .— 


—* provide a mechanism for 
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Rather than a global schema there are many 
^ coexisting subschemas in Bartlett’s system. 
~ Each subschema relevant to a particular body 
of data, interacts with and overlaps other 
subschemas while retaining its relative auto- 
nomy. Rote memory, habits and related 
phenomena are representative of subschemas 
which have ceased to change. To provide for a 
means of divesting schemas of their chrono- 
logical determination, and (even more impor- 
tant for our theory of reconstruction) to 
restoring the discrete 
> identity of particular elements in a schema 
which was lost when they became assimilated 
into the schema, Bartlett devised the concept 
of ‘remembering by turningaround upon one's 
own schemas' (capacity for reflective aware- 
ness). This mechanism was thought to be a 
special function of consciousness. 


vad 
y This process cons 
the past which is gi 


ists not only in direct recall of 

one for good, but in the imagi- 
native reconstruction of the situation at any given 
moment in the past by inferring sent he present 
form of the schema what ingredients have gone 
into it, and when. This assumption ае very 
well for the far from perfect reconstruction shown 

/." inmost memory experiments where green is v 
impressive, where there is much тон ап 
distortion, and where details are eo de novo 
to provide a coherent whole. [Paul, Ai 


rich clinical evidence 


eview the à 5 
I need not г as provided for this 


that psychoanalysis h 


point of view. 
In a beautiful paper. 


childhood memories in psy 
(1956) made this observation, 
our thesis: 


‘The recovery of 
choanalysis’, Kris 
so pertinent to 


the fantasy whose reflexions and 
tudy retains reactions to 
tic situation—hence the 

presents itself: what 


We assume that 
reverberations we thus $ 
and imprints of à trauma 
following question now 
edients refer to how the event was 
n the basis of our knowledge ofthe 
1 level and mode of operation of the 
aratus, thought processes, affective 
hanisms, and reality testing at 


* The ingr 
experienced 0 
developmenta 
perceptual app: 
States, defence mec 
the time of the event. 
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properties of this situation can reconstructive 
work in psychoanalysis hope to recapture? It is a 
question which, hardly posed, reminds us of 
intriguing limitations in our knowledge. Almost 
to our surprise we find ourselves unable to 
answer questions which, we feel, are bound to be 
of considerable clinical relevance. Thus it seems 
that we are not always, and only rarely with 
desirable sharpness, able to distinguish between 
the effects of two kinds of traumatic situations: 
between the effects of a single experience, when 
reality powerfully and often suddenly impinges on 
the child's life—the shock trauma, as I should like 
to call it—and the effect of long-lasting situations, 
which may cause traumatic effects by accumula- 
tion of frustrating tensions—the strain trauma. . . 

It is well known. . .that what the analytic patient 
reports as an event which had taken place once 
appears in the life of the growing child as a more 
or less typical experience which may have been 
repeated many times. . .analysts tend to be misled 
by the telescopic character of memory. . . We 
are misled if we believe that we are, except in 
rare instances, able to find the ‘events’ of the 
afternoon on the staircase when the seduction 
happened: we are dealing with the whole period 
in which the seduction played a role...and in 


some instances this period may be an extended 
one. 


To quote Klein & Holt (1960): ‘Any cognitive 
process may be affected by the schemata that 
are contemporaneously in a state of activa- 
tion. A schema is activated by (1) sets or 
anticipations, (2) a scanning process that 
matches the schemata to aspect of incoming 
stimulus patterns, (3) connexions to drives. 
Once activated a schema is...ready to be 
used in any cognitive act.’ 

An activated schema lowers recognition 
thresholds for data related to it. Even if no 
recognition is possible, subsequent cognitive 
activities are affected. 

Reiff & Scheerer (1959), reasoning from 
the premise that the child’s mode of cognition 
differs widely from that of the adult, conclude 
that this difference has extremely important 
implications for remembering. Adults do not 
remember the way in which they experienced 
as children. They remember events and j 
cidents from childhood with the aid of ve 
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construction, but they cannot recapture past 
ways of functioning and modes of experiencing 
(see Schachtel (1959) on childhood amnesia). 
Reiff and Scheerer conceive of schemas as 
levels in a maturational heirarchy of ordered 
modes of cognitive functioning and ex- 
periencing. This resembles Piaget's sensory- 
motor schema concept. In the adult remem- 
brances are brought into consciousness ina 
changed form, i.e. the past is represented in 
terms of present-day ego Structure, interests, 
functions, and needs. 

In his recent monograph, Wolff (1960) gives 


the following description of Piaget's schema 
concept: 


The postulation of a schema as the mental 
process by which past experiences are stored and 
made the partial determinants of. present behaviour 
is significant because it implies that an inherent 
mental organization exists before the organism 
has experienced the external environment. The 
organism experiences the environment in terms 
of that existing organization, and all experiences, 
of a certain kind which occur to the organism are 
moulded into the already present Schema which 
they in turn alter.. - Consequently experiences 
are not recorded as individual memory traces or 


engrams on a passive field, but are actively 
integrated into a constantly changing structure, 


Piaget’s concepts provide for the 
trace in the form of 


I trace forma. 
+ 2 = 
tion remains Secondary to schema 
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The term “ego state’ deriv, 
description of the state of 
sary for the pursuit of dr 


es from Freud’s 
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cathexes has a unique effect on the other ego 
functions—particularly on consciousness and 
perception, but also on reality testing and re- 
gistration of percepts, thought processes, and 
memorial data, as well as on affect discharge, 
motility, and of course on the self-representa- 
tion, including body image. 

In other words, it seems reasonable to 
assume a continuum of shifts in the deploy- 
ment of attention cathexes, ranging from 
ordinary waking consciousness through the 
evenly hovering attention of free association, 
to day-dream, reverie, hypnogogic states, sleep 
during dreaming, and finally dreamless sleep. 
Each such state has its own characteristic 
type of representation of the inner and outer 
Sensory data which are relayed to it. 

Conceptualized this way it seems worth 
while to regard each such state as a quasi- >, 
Stable or permanent organization, a structure 
Which endures in time, has a slow rate of 
Change, and thus need not be produced anew 
(created) each time it ensues. Like some other 
quasi-stable Organizations (character traits, 
defence organizations, Style) each such state 
has certain characteristic qualities which are a 
part of the commonality of the human psychic 
apparatus rather than unique to the individual. 
For example, constriction of consciousness is 
Шейше by progressive constriction of 
hee m Cognitive processes and in par- 
registration rene’ of forms of perceptual 

Bistration, thought, etc., which can be 
cognized. (Cf. The Problem of regard for 
Tepresentability in dreams.) 
ani by ie term ‘ego state? I am trying 
Snes a statement about the functional 

quences of shifts in cathectic and counter- 
Cathectic energy 


hema’. Thus every ‘ego state’ is: 
Toughly domin : re 


5 : 
pe Moves on the continuum from the 
ССС organization of full waking con- 


its schemas which are con- 
zed and typified by secondary 
lose relationship to the reality 


Sciousness and 
Ceptually organi 
Processes and с 
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principle, toward more dreamlike states, 
\ ғ there is a regressive revival (cathexis) of more 
хра » archaic schemas of ego functioning. These 
more archaicschemas are drive-organized and 
typified by the operation of primary ape 
| as well as reduction in self-awareness, an 
| with their revival the distinction of self from 
| -self becomes hazier. | 
| " Fach schema typical of a particular ru 
: of development is superseded Бу € 
| schemas, but remains more ог less capable о 
i f ry shift in distribu- 
i s revival when the necessary dd 
gr tion of attention cathexes is brought about. 
Where behaviour and thinking are domi- 
nated by drive-organized schemas Eu Es 
distortions of reality, loss of oat oe » à 
the drives and regression to earlier evelep- 
mental stages. It is important to ч Aan 
that such schemas operate outside of or А чу 
| Y. states of conscious waking ы, эзет ап doa 
experienced as ego-alien when their eriva 
b i p ude into consciousness (see obsessional 
mad Human behaviour шу еш 
ceived of as a dynamic and shi ting ав 
between these two types of T ee 24 
| the normal course of e Wl cos dod 
N 1 organization of schemas becomes р 
peas tonomous from drives and 
gressively iut qoe balance in the state of 
ж We tee shifts more and more 
А е omman of the reality principle. 
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RECONSTRUCTION IN ANALYSIS 


ET i conscious ego with its 

| m рее dete of self-awareness, 

cre атава mem Г ad om 
self and secondary process-comi ра 

i ill have great difficulty cognizing 

tions Ns of fantasies, events, conflicts, 

ой defensive operations which oc- 

ere registered in former (archaic) 

A x pom former ego states were 

pi и d by a different motivational 

cero: relative absence of spice aed 

ness, and for the most part, a drive-organizei 


н registrations, this memorial 
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material, may be recaptured basically in two 
ways. (1) By techniques which bring about 
altered ego states, e.g. hypnotic regression, 
sensory deprivation, drugs, etc. (2) The 
analytic process which is designed not to 
actually revive a previous ego state and state 
of consciousness (although the analytic situa- 
tion is, by its exclusion of external sensory 
stimulation, its use of free association, its 
pressure toward regression, and the putting of 
the motor apparatus out of action, related to 
techniques alluded to above). Rather, the 
analytic process provides a sense of gradually 
growing familiarity (recognition), a taste as it 
were of these ancient ego states, their modes 
of functioning and experiencing, their Ways of 
perceiving and registering percepts (e.g, 
imaging), their affects and, particularly, a 
vivid and growing familiarity with the 
operation of defence and primary process, 
especially in the transference. A part of the 
ego remains outside this process, observing, 
and gradually these archaic, infantile ego 
States acquire a sense of familiarity or ‘me- 
ness’ through interpretation.* In this way, 
drive organizations, or rather Schemas that 
are drive-organized, gradually achieve a con- 
ceptual organization. That is, they find repre- 
sentations in newly formed verbal Schemas 
which are conceptually organized. When this 
preliminary work has been accomplished, a 
reconstruction by the analyst offers a bridge 
from the re-experience and growing familiarity 
with the infantile and childhood ego states to 
à recall of events, fantasies, etc., that Occurred 
in these said ego states. Even if no such events 
or fantasies are actually recalled, the re- 
experiencing of the archaic ego state and its 
operation, plus the events hypothesized bythe 


* Lam grateful to Dr Loewenstein for pointing 
out to me that this ‘controlled regression’ 
typical of the analytic process is ensured by the 
necessity for communicating the primary process- 

i ideation in words rather 
» and of course by the 


of the anal st. T 
latter forces the patient to r | 


eflect оп апа {һе 
understand his productions. pu 
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analyst in the reconstruction, provide a sense 
of conviction, since only through the inter- 
action of some such events with such an ego 
state could subsequent structure (symptoms, 
character traits, repetitive behaviour patterns) 
come into being. The working through then 
consists of repeated meticulous demonstra- 
tions of how this structure, created by an 
infantile ego state interacting with certain 
events, fantasies, and defensive operations, 
influencies and regulates object relations, 
reality testing and other aspects of ego func- 
tioning in reality and in the transference. 
In this way drive organized schemas which 
repeat are converted into ‘recollections’, і.е. 
representations rather than Tepetitions. When 
these schemas acquire *me-ness' in present- 
day consciousness, they are modified and 
integrated into present-day structure and 
autobiography. In other words, they are inte- 
grated into newly formed structure which I 


have referred to above as conceptually 
organized schemas. 


A final word is in order about the archaic 
ego states referred to above. It is not m 
intent here to suggest that the 
an altered ego state, Rath 


altered ego states induced in the adult in 
analysis are the means wh 


ereby bit by bit the 
archaic or infantile memorial data can be 
cognized. The altered or 


child exists in 
er, the transiently 


child forms of Perception, 
registration, thought, a 


limited by maturation 
factors. * 
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and to feel unjustly treated. The mother of two 
children, a girl and a boy, she was herself the 
oldest of three children. Her two younger siblings 


were brothers. At the start of treatment her recol- 


lections from childhood were coloured by feelings 
of always having been the good, submissive child 
never demanding anything. There were also vivid 
memories of her brothers being favoured by both 
parents. She had ‘always admired her brothers , 
and they had always performed for her, intel- 
lectually and artistically. . 
After a year of treatment there was some im- 
provement in her mood as she developed partial 
insight into the origin of her feelings of depriva- 
tion, through the interpretation of her penis envy. 
However, this insight proved to be only a *some- 
time thing’, often deserting her in time of stress. 
It became uncomfortably apparent that the 
analytic work was not deepening. There was a 
circular and repetitive quality to her associations 


which resulted in a "working over’ rather than « 


“working through’. I noted a similar quality in 
my own interpretations which, 
dazzled the patient 


I decided to sus 
and instead limi 


though they 
» Seemed boring and trite to me. 
pend my interpretative activity 
t myelf to observation and 
occasional questions. As soon as my attention was 
no longer focused on the content, 


realize that the patient's behaviour 
analytic sessions h; 


I began to 
during her 


ada quite remarkable, although 
Subtle, quality. She would report 


fantasy or some dramatic incident 
member of her fa 


à dream, a 
involving a 
mily. Then she would lapse into 
a blank, dreamy abstracted, silent state. At such 


times her head would turn slightly, her mouth 
Open and I could 


p Sense a childlike tingle of 
anticipation in the air. 

When 1 interpreted this material or made what 
I felt to be an illuminating comment about the 
reported incident, she would respond with ready 


acceptance, expressing her admiration for my 
brilliance and depreciating herself for her 
Stupidity, After su 


ch sessions 


€n felt depressed and inferior. I would 
et this as a 


: derivative of her penis envy 
appearing in the transference. Thereupon the 
whole routine would repeat itself, 

Now I decided to focus her attention on her 
State and behaviour rather than on the content of 
her associations. For the first time an observation 
9f mine was not greeted with excited pleasure. 
Instead she became quite subdued and the 


she reported that 
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‘blank’ dreamy state disappeared for the re- 
mainder of the session. As I continued in subse- 

! quent sessions to focus on her state she began to 
complain that I was making her uncomfortable 
and tense. She suddenly began to express the 
feeling that nothing was happening in the analysis, 
and that it was no longer exciting. She accused me 
of losing interest in her, of being bored with за. 
апа not as ‘giving’ as I had been. When t "n 
complaints had multiplied I suggested to T that 

d she was angry and frustrated because I had inter- 


| fered with the excitement and pleasure she ex- 


i in this dreamy state...a state which 
t m with a че; of experiencing sexual 
excitement in an enthralled, passive manner п 
by enabling her to disavow any F1 = ed 
ponsibility for these experiences. . .à stai E п 
she must utilize for the same purpose = А 
the analysis іп the present as well as in син 
hood and adolescence. She then d ү 
„апа disgruntled апа e се €: time le 
я : таа ч 
=e m M опса n occurrence ofa 
ves sei j bos dream she was working in her 
a $ uddenly was terrified by the ap- 
е = E man at the open window (which 
a 


й 


e o : 
пас rd, like a door, in the dream). The 
шаһ was sitting astride the window, swinging 


ing a long balloon in his 
bank ane we um e ШЕ me dins her father 
| а йлы. This figure then turned 
| o: inr youngest brother who was lying in bed, 
under the aeree the man on the window as the 
She vei, rm of the apartment building in 
son of the J ved with her parents prior to her 
which she E. was a small, wiry man. There were 
marriage. ssociations except that she was very 
notaries Е holidays and had burst into tears 
blue over the mother on the phone. This was 
m. Кш father's death earlier in the year 
Б де районі that it was the first such 
and to her awa 


wm —M: had any recollection of an 
аѕке 


: vith an exhibitionist in childhood. 
o mtem сві by the return of a memory from 
She was star! d been sent by her mother on 


ba А 

the age of 8. ee ardat store where the son of 

rimis p put her on his lap, opened his fly, 
w a 


rub his penis while he mas- 
оше as Although quite upset after- 
been able to tell her mother 


Saged her genital à 
Ward she had never 
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about this episode. However, from that time on 
she refused to go into this store. Thinking back, 
she remembered feeling victimized. She then con- 
fessed to having masturbated the night before, 
out of a kind of angry frustration due to her 
failure to achieve orgasm in intercourse with her 
husband. She had no fantasy, but the act occurred 
as it always had in adolescence while reading a 
book or as in this instance, while looking at an 
inane television programme. 

I made the observation that she couldn't tell 
her mother about the episode because of guilt 
over her own seductiveness and pleasurable 
excitement. When she accepted this I went on to 
observe that this behaviour was prevalent in her 
present-day life, as it had been in her childhood 
and adolescence with her brothers. The dreamy 
blank state without thought in which the child- 
hood seduction occurred was the Same state in 
which she had admired the exhibitionist per- 
formances of her brothers, into which she fell 
when masturbating and into which she regularly 
drifted during her analysis. 

In these experiences, too, she had actively 
played a seductive role and the activity was 
Screened by the dreamy, passive state, She had 
repeated this behaviour in her relationship with 
me—in the way she had brought material on 
which I could perform while she lapsed into a 
trance-like attitude. The feeling of depression she 
had experienced after these Sessions was the same 
as in earlier episodes when her guilt resulted in 
feelings of unworthiness and inferiority. We were 
also able to recognize that concealed castrative 
impulses toward her brothers contributed to her 
guilt and sense of inferiority. Of course this ego 
state had also enabled her to avoid using her own 
good mind to make connexions and recognize 
meaning in the analysis. 

This material was worked through with further 
improvement. The patient became noticeably 
more active in treatment and her overall func- 
tioning improved, so that when she and her 
husband bought a home, she decorated it herself 
instead of having her ‘artistically creative’ 
brothers do it for her as she had always dreamed. 

In the middle of her third year of analysis she 
became pregnant with her third child. The course 
of the pregnancy was uneventful and she clear] 
was quite comfortable in all areas of her life, This 
complacency extended into the analytic work 
which became increasingly shallow and routine. 
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Thus, although she still suffered from occasional 
periods of depression and episodes of compulsive 
eating which would occur during those busy 
seasons when her husband's work kept him at his 
office late into the night, I decided to discuss with 
her and tentatively set a termination date in six 
months. This had no apparent immediate effect. 
Three months before the agreed upon termina- 
tion date the patient had her third child and for a 
month her mother lived in her household to help 
take care of the infant. The mother then departed 
to visit and stay with the older of the patient's two 
brothers. This was followed by the reappearance 
of an old symptom, compulsive nocturnal eating, 
with the result that she gained a large amount of 
weight and decided to put herself on a rigidly 
enforced ‘crash diet’. While still on this diet there 
was a severe snowstorm which prevented her 
from attending two consecutive appointments 
with me. After this interruption she arrived for 
her next appointment in an almost stuporous 
state. Her clothing was stained and unkempt, her 
movements stumbling and retarded, and her face 
depressed and tearful. She was a living demon- 
stration of neglect. 
Although I had observed Previous instances of 
Such appearance and behaviour during the 
analysis, these had been relatively transient and 


minor and I had accepted her explanation that this 
state reflected the accumulati 


place reality pressures that b 


and then reported the following dream: 
‘I am trying desperately to get into my house 

(the apartment my parent: 

child), but I am locked о 

with me and says, “Let's 

it is open.” Then I am in 


very large, light and 
lovely, and very well furni 


She then told me that D’s mother had been in a 
mental hospital since ‘D’s’ childhood and had 
died in a state hospital. A psychiatrist once said 
of D: ‘She is the most orally deprived person I 
have ever known.’ Gloria was a friend who also 
had just had her third baby. She breast fed all her 
children and is nursing the third one too. The 
patient had nursed her first baby (a girl) and it was 
“а lovely experience’. It lasted only two weeks 
and then she had to stop. She was very depressed 
and did not try to nurse her second child or the 
new baby (both boys). The great aunt in the dream 
had two children, a boy and a girl. The boy is 
brilliant, a great success in his field. The girl has 
a serious emotional illness. 


I said to her that she behaved and looked like 
the helpless, neglected and deprived 19 month old 
sh 


e must have been when her brother was born. 
I 


told her that this state had been revived when 
her mother had left her to stay with her brother. 
The ‘crash’ diet 


on which she then embarked 
must haye repeated an infantile hunger strike in 


protest against the painful experience of watching 
her baby brother being nursed, while she hungered 
for the b 


reast herself. When the snowstorm 
prevented her from keeping her analytic appoint- 
ments, for the first time she had felt the impact of 


approaching termination and had become aware 
that another 


patient would then replace her. Just 
as she had felt terribly envious, hurt and depressed 
when she saw h ther nursing her brother and 


er mo 
had felt “locked out ’, she now again felt unloved 
and neglected, and 


t ‘orally deprived’ like her 
friend D. Dishevelled, messy and pathetic she was 
reacting to these painful experiences just as she 
had when she was 19 months old. She then became 
noticeably brighter and laughingly reported that 
she now realizeq why she had been so preoccupied 
with the thought that Perhaps when she finished 
her treatment I Would analyse her younger 
brother who had been thinking seriously about 
Starting treatment, 


: T 1S material was then worked through without 
epu The Patient for the first time became 
222 to lose weight and maintain the loss and 
there was a grad 


h : ual disappearance of her depres- 
Sive reactions, 


Discussion 
What is im 


ү лай portant to note is that this 
Patient’s envy of her brothers, her depressions 
and her Compulsive eating habits had been 
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previously interpreted in the analysis as 
==, derivatives of her castration complex. Thus 
^ the complaint that she had been given less— 
fed less well than her brothers—could be 
understood in terms of a childhood theory 
that accounted for her lack of a penis. While 
this had been helpful, the symptoms persisted. 
Not until the archaic ego state had been 
recognized and its significance as а non- 
verbal response of a helpless infantile ego toa 
painful stimulus put into words for the patient, 
i toms fragment. 
o on E пру МЫН 
psychopathology arises early in deve de 
before the establishment of language бше 
traces), that reconstruction must zs : pes 
totally on the observation and explica P 
altered ego states occurring during analysis. 


м 
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However, as the patient demonstrated so 
vividly, an altered ego state may also replicate 
a childhood state in response to intense over- 
whelming inner and outer conflict-ridden 
stimuli occurring after the consolidation of 
verbal representations. Here also the recogni- 
tion of the altered ego state led to the ap- 
pearance of material from which a traumatic 
event could be reconstructed, * 

I am convinced that the reconstruction of 
the traumatic event or events was the least 
significant of the several themes in the 
analysis. The central achievement was the 
reconstruction of a childhood ego state, with 
its particular vulnerabilities due to the im- 
maturity of reality testing, the extreme danger 
of object loss and loss of love and the limited 
defensive repertoire, 


* Tal aper on ‘The prepuberity trauma in girls” (1952) Greenacre, without Stating it ex. 
* li In E E a beautiful instance of reconstruction o 
plicity, pi 


i ient. lso her papers on “Vision, headache and th 
a d ego state in her patient. See a pap , А 
recognition of an altered eg 


f a traumatic event based on the 


> 1 ‘A contri 2). 
bution to the study of screen memories’ (1952 
halo ‚ап 
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* Emotion апа the motions: an inquiry into the causes and prevention 
of functional disorders of defecation 


By A. C. WOODMANSEYT 


Functional constipation, being ‘exceedingly 
common’ (Dunlop, Davidson & Mees; 
1942, p. 609), causes a great deal of misery; 


ч» and its complications in children are occa- 


sionally disastrous. Soiling, ab o СЕ 
frequent, is—at least in childhood—far wa 
rare, and is one of the most distressing o 
symptoms. Among 384 children oe 
sonally by the author for аа а 
tions of all kinds, de е он 
e. xe P some time after the 
en 
i 5. (See Table 1.) 
i^ Е К 7 ind: is an attempt to clasify 
the main causes of dyschezia and е н aa 
sis, and to establish rational = ba z 
principles of prevention and trea m a Pe 
this purpose à theoretical om de Axa 
“> logically derived from well-esta is e gone 
word anf pats. E in familiar 
implications аге compared with xx 
me of syndromes нн 2 = 
literature and illustrated by the nee -= 
author’s own series, and an ш eb enm 
of successful methods of preventio 


' ¿treatment based thereon. 


THE EFFECTS OF TOILET TRAINING 


; of evidence that early 

LI pi bowel control may be 
БП, i chronic disturbances of defeca- 
dx. А 1934; Huschka, ioa Eo 
1951: Richmond, Eddy & peat " 
"AW. а Caldwell, Warinner, Kir! vm n, 
DEA bat 1957; Kanner, 1957; Pinker- 
* ded (in shortened version) to ai ens 
for Psychosomatic Research, London, pri 


p m Child Psychiatrist, Sheffield. 


ton, 1958; Soddy, 1960), and even by per- 
manent disorders of the personality (Jones, 
1913; Andreas-Salome, 1916; Abraham, 1921 $ 
Sterba, 1934; Dollard et al., 1939, p. 80; 
Huschka, 1942; Prugh, 1951; Richmond, 
Eddy & Garrard, 1954; Warson et al. 1954; 
Pinkerton, 1958; Soddy, 1960; Woodmansey, 
1966). Yet it seems to be generally assumed 
that this practice is not harmful except when 
unduly harsh, and that there is a ‘normal’ 
kind of training that is both effective and safe. 
We must first examine this crucial belief. 

Bowel training is ostensibly a method of 
inducing a child ‘to forgo his infantile cus- 
tom of defecating when and where he pleases 
and to substitute elimination at a given time 
and in a given place’ (Huschka, 1942, p. 304). 
And this, at first sight, may seem entirely 
practicable; for it is well established that 
many aspects of an individual's behaviour 
can be altered by the various types of ‘ operant 
conditioning’. 

To start, then, by considering the second of 
the two stated aims, we might, according to 
learning theory, expect to be able to condition 
a baby to empty his bowel when placed on the 
pot—by immediately rewarding him each 
time he happened to do so. Yet there are good 
grounds for doubting whether such success is 
achieved as often as is claimed (Newson & 
Newson, 1963, chaps. 7, 12) and for agreeing 
with Spock (1946, р. 185) that usually ‘it’s the 
mother who’s trained’; for the performance 
she is to reward depends initially on her own 
skill at bringing baby and pot together at the 
critical moment. | 

Some babies can be relied on to have a 
motion immediately after a fe 
feeding tends to initiate mass 
ments, which, by filling the 


€d— because 
peristaltic move. 
lower colon and 
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rectum, elicit in turn the reflex for defecation. 
This sequence depends on innate mechanisms: 
in any case it could not arise through training 
since the enjoyment (of feeding) precedes the 
response (of defecation)—though the latter 
may perhaps in time become reinforced by the 
state of bodily pleasure derived from a full 
stomach, an empty bowel, and the gratified 
mother’s affectionate handling. Such con- 
sistency of habit, especially if the mother as 
regularly catches the stool in the pot, popu- 
larly denotes that the baby is ‘well-trained’; 
and tends to be explained (this time in terms 
of pavlovian rather than operant conditioning) 
on the assumption that the feel of the pot has 
become a conditioned signal. But this is again 
to exaggerate the role of learning; for it would 
clearly be futile to start potting at times un- 
related to spontaneous defecation (and, in- 
deed, the timing would presumably have to be 
very critical), while, if the time of potting 
were changed after the establishment of an 
acquired response, the latter would no longer 
coincide with the baby’s period of post- 
prandial satisfaction;and without the reinforce- 
ment of this it would be liable to early extinc- 
tion. Perhaps the practice of Catching in the 
pot a stool that will be passed in any case does 
not, of itself, greatly harm (though it will not 
benefit) the infant—except that the mother is 
likely to get cross if it fails, or when the 
Tegular pattern breaks down during the 
Second year; and in any case it seems a pity to 
introduce an irksome complication into a 
hitherto comfortable nursing relationship, 

Much more trouble is likely to ensue with a 
baby whose bowel behaves unpredictably or 
remains unmoved even after a Satisfying feed, 
Since no additional gratification can be ex- 
pected to conditio 


n a baby who already feels 
contented, the more feasible (though hardly 
defensible) alternative is to make him suffer 
So that the prospect of relief from this will 
afford the required incentive. This method, 
Corresponding to what the experimenta] 
Psychologists call *escape training’, com. 
monly takes the form of compelling the child 
to remain on the pot until he has performed, 
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But, again, this must fail unless the baby oe ‘ 
a spontaneous motion to be thus rewarde ; № 
moreover, if such restraint is disagreeable 
enough to be effective, the child is not ird 
to accept it without a struggle—for whic 
he will probably be punished even more. 
Interviews reported by Newson & — 
(1963, chaps. 7, 12) support the genera 
clinical observation that mothers who pot 
their babies do, in fact, become exasperated 
and smack them when they fail to comply; 80 
it must be concluded that the practicability of 
Pot training by reward and without punish- 
ment (as distinct from mothers training them- 
selves to catch anticipated stools) is not con- 
firmed by either theory or experience. 

However, it is the other aim of bowel 
training (that of preventing the infant from 
having a motion at the ‘wrong’ time) that; 
would usually be regarded as the mother's 
Chief objective, This result can obviously not 
be attained by way of reward (at least until 
Speech is understood) because the behaviour 
to be rewarded (withholding a spontaneous 
motion) does not occur as a random activity: 
Such conditioning is possible only by punish- 
ing the baby or toddler for allowing his stool 
to come naturally, Ignoring for the moment 
the general implications of punishment, we 
can see that in this situation its specific effect 
(which, indeed, is intended) is to establish a 
lasting inhibition of the defecation reflex. 
Furthermore, this necessarily means (though 
this is not intended) that the child then finds 
1 at least as hard to pass a motion when his 
mother demands one as he does in the inter- 
Yening Period when she forbids it. That is to 
Say he is now Constipated; and clinical ex- 
perience leaves little doubt that this is how 
dyschezia 


(the usual form of constipation) 
commonly arises, 


It has been ar 
versal] 


bowel 


Argued that, being almost uni- 
Y Practised (at least in our culture), 
training must pe harmless; and 


Similarly it seems to be assumed that constipa- 
tion must be nor 


B mal because it is so common. 
ut the very ubiquity of both toilet training 
and constipation is also in keeping with their 


E 
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relation as cause and effect. Moreover most 

„~ of the data—such as those of Sears, Maccoby 
| J& Levin (1957), Douglas & Blomfield (1958) 
and Dimson (1959)—that are sometimes 
held to refute the view that toilet training is 
traumatic cannot answer this question, since 
they show that virtually all mothers perform 
toilet training, and any comparisons are 
merely between groups in which it was m 
inflicted at allegedly different (but generally 


excessively early) ages. 


i THE ORIGIN OF DYSCHEZIA 
» Some writers (Bakwin, 1956; Coekin & 
Gairdner, 19604) have doubted whether us 
psychological explanation can account = 4 
constipation of a considerable number at 
children, because these do not a ds 
tionally disturbed. But such an 5. ае 
would be equally Le тр dius ex 
i obsessiona sv 
Peeters obit anxiety; for it is пе section 
of conditioning by fear that it inculcate: 


i t the 
i abits that serve to aver 
кейш ea d enable the subject to feel 


Nor does the efficacy (or 
lity) of aperients in the 
i with severe colonic 
treatment of children 1 
inerti necessarily denote that emotional 
cea nly secondary importance in 
- this disorder, as urged by Coekin & Gairdner 


"nce it in no way disproves that the 
cepe ie die vesti of conditioning. 


authors concede (19604) 
initially 
i i f faeces may be ini 
5 КЫА. Tedd to a state of overflow 
dentical with that caused [as 
mechanical factors’. But, of 
course, this is not to dispute that severe colonic 


i t 
inerti sical measures to empty 
Ен а Шо so until the defecation 


d (together with such 
also be neces- 


apparent danger an 
free from distress. 1 
seven the indispensabi 


factors are of o 


latter is ultimately t 
Indeed these same 


psychogenic y 
incontinence i 
they believe] by 


the colon and keap i 
reflex can be restor 
“psychological treatment as may 


i his). : А 
Sary to nd | Дк training is the chief 


ia is not to deny that fear of 
] may arise from, or be 
other than 


To suggest t 
cause of dyschez 
Opening the bowe 


enhanced by, circumstances 
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deliberate punishment. It is well known that 
defecation is inhibited by the pain of anal 
fissures (Apley, 1954) or the passage of hard 
faeces; and if these factors continue, or if the 
consequent fear is not allayed, constipation is 
likely to persist. Diarrhoeal illness in infancy 
also seems frequently to leave a lasting fear of 
defecation, and so does the habitual admini- 
stration of laxatives, suppositories and enemas 
(Richmond er al. 1954); which may explain 
why a large proportion of children with 
established dyschezia are reputed to have been 
constipated from early infancy (Coekin & 
Gairdner, 1960а). Notwithstanding a few 
well-documented examples of genuine colonic 
retention in the early days of life (Coekin & 
Gairdner, 19604), there is in most cases по 
convincing evidence that there was any actual 
dyschezia in infancy: indeed some children 
who have for years been supposedly unable to 
have a motion without laxatives are still found 
to have an empty rectum when examined—as 
with patient no. 25 (Table 1). Hence the 
continual efforts to rid such children of 
imaginary constipation must be considered 
the main case of their actual dyschezia when 
this eventually supervenes. A case in point is 
that of a boy (not in the present series) whose 
mother was convinced that he had been con- 
stipated from birth, and claimed that she had 
manually removed the faeces from his 
rectum even when he was a baby. When in- 
vestigated in hospital at 4 years old he was 
still not constipated; though by the age of 
eight his dyschezia, having for many years 
been merely a figment of his mother's fantasy, 
was at last an objective fact—he was now 
soiling and his loaded rectum required 
mechanical emptying. 

However, since most of the causes of 
dyschezia are common, several may be impli- 
cated together in any particular case; and 
material emerging during psychotherapy in- 
dicates that fears arising in a wide variety of 
situations tend to combine and augment each 
other (Sterba, 1934; Huschka, 1942; Hart- 
mann & Kris, 1945; Fenichel, 1946; Prugh 
1951; Warson et al. 1954). ( 


A. C. WOODMANSEY 


210 


S$31}S 9|qeJopisuo?) 

pondu winjoor иәцл\ [eA19jug 

$991] 0} po1v[a1 (o2uo AyUO) 8шпос 
uoreoojop oydsas jo oouonbos үед 
uorje29jop ojidso1 jo oouonbos [void ү, 
ssə1}s [Ununuo;) 

SUYIOS g mq *uonoojol М 599831 Á1ojsid 
$$91]$ 0] рәўр[әу[ 

SUI[IOS [Eue-rioq 
SS31}S О} рәјејәҹу 
ping sjoojs 

poiedisuoo 


poJopisuoo JON 'sso1js o[qu1opisuo;) 
p Jopun o3y 
S$91]S 0} poje[os] 
p Jopun osy 
559135 О} рәјејәл (oouo Aquo) 8шпо$ 
SS31}S 0] рәјә 
'p Jopun ony 
suonesijsoaut [vyidsoy Aq powayuod 
suonvsiysoaur reydsoy Aq рәшіуиод 
5592115 О} poie[os 
suonesisoaur [eyidsoy Aq pouriguo; 
(jooyds 1euruasg 
SUIVIS) 'ss21]s рә$рәләш sours Apure] 
jNO-1vI]O 19jJB үелләуш juourjuo;) 
5$[®ллә}ш дәл} Suo 'ssa1js oj pojv[oy 
ssə1)s [enuruo;) 
559138 O} pojv[o1 8шпо$ 
59135 JenuIUOD 
juonbaay :ssoxis о} pore[or Suros 


s$91nj?3J orjsouSvrp 1910 


é 
Aydwiq 
dwg 
Aydwiq 
рәркот 
popeoT 

dwg 
pəpĽoT 


А 
K1durq 
popto'T 
dwg 


Oe c 


dwg 


é 
Каша 
duq 


é 
K1durq 


é 
popvoT 
ó 
é 
Aydwzy 
é 
Aduz 


wn). 


JO 918S 


129]op uooods ‘Ajorxuy 
Ájorxu 

Ájorxuy 

Áyoixu? 308$ 

(әзәлә) шѕпұ 
1®ә} [00425 *uoisso1doqq 
(peidope) Ayarxuy 
Ajoixuy 
џоцерлејәҹу 
иођшпшщеш “әхиу 
Ájorxue “814 
uoniqrquy 


Aouonburjaq 
Ajaixuy 
uorsso1doqq 
ewyyse 'Ajorxuy 
uonepiejow 
Ájorxuy 
(әләлә$) ÁKjoixuy 
(paidopy) 
Ajaixuy 
Ajaixuy 
(919498) Kjorxuy 
uonqrqur 


uorsso188e *Kjorxuy 
uorjpaejo4 'ssoujeo(q 
Ájoixue ‘Aouonburjaq 
uoneqor 

Ajorxue *eungisy 
INOIAvYyog oAISSO188 V 
ssouuvo[o oAis[nduro;) 


surojduis 19010 


І 9SIqeL 


On 


Ч 
а 
Я 
d 
d 
d 


d 


| Surpros 
jo ədÁL 


E 


IN 
IN 
IN 
JN 
IN 
W 
W 
W 
W 
W 
W 
W 
W 
W 
W 
W 
W 
Ч 
И 
IN 
И 
И 
И 
JN 
W 
W 
W 
W 
Ч 
И 
И 


хә$ 


€I її 
01 L 
8 А 
Р 0 
Р 0 
£I I 
9 v 
9 V 
СІ 0 
8 ç 
$ 0 
8 0 
OI (Als 
8€ 0 
L 0 
ç 0 
0l Z 0 
9 [s 
L L 
Li 0 
£I II 
II II 
6 0 
6 8 
£I 6 
8 0 
8 $ 
8 é 
8 ¢ 
8 é 
L 9 
Сш 14) (24) 


uoos UOSUAA  ,Josuo у 


а) 


(svat) әү 


L 
9 
ç 
Р 
Е 
С 
І 


‘ou 
Jenos 


211 


Emotion and the motions 


09 
6S 
9c 
LS 
9c 
$$ 
}$ 
£c 
TS 
1$ 
0€ 
6b 
Sp 
Lp 
9p 
ср 
bb 
ep 
cb 
Ip 
Ob 
6€ 
gE 
LE 
96 
сє 
re 
E£ 
ct 
“ou 
LEGIS 


"(ро s4¥əÅ p 1opun p[mo 'әз) oppuejur = ү *1)1]02 oAneuoo[n = AN ‘әл = ур ‘mopo = Q tə = у 3uo81xo = Я quouoov[dsip = A + 


SS31}S О} pojv[o1 рив әле: BUIpIOS 

SS3.1}S 0} poje[o1 pue әле 8010$ 
A10JVAR] JO цовәл JO JNO изум vOOYLILIG 
p Jopun ody 

9559115 9.9A9g 

p рип ody 

SS91)S О} po]e[o1 pue әлел Sui[IOS 
S9$$21]S ӘЈӘЛӘ$ 

"59115 0] рәјејәҹ̧ 

p Japun ody 

junoooe [eordÁ L 

559115 0) рәјејәм 

2500] S[OO]S ‘59552118 jeuossəd-13}U] 
јеиоѕ2220 ATUO 8010$, "955915 o1949g 
p Jopun ody 

9559135 919A9S 

9559135 9J9A9q 

DINSSY [tue SNOTADI 

2500] SAVA\TL S[OMOG “SSO1]S 0} PREPPY 
uorno2ojop o11dso:1 jo o»uonbos [eoidÁ p, 
592115 0) PIJA 

uorednsuoo Sursvo1our jo ponad 134e Suipog 
uornvoojop әуѕәл jo o»uonbos qeoidÁ L 
ssə1}s |[enuruo 
uoroojop o11dso1 jo oouonbos jeoidÁ p, 


SOINJVIJ DISOUSVIP 19470 


C. C Cc 


popeo'T 
b 
Aydwiq 


é 
Аш 
Adwq 
dwg 

é 

[NJ JON 
П JON 

dwg 
рәрвот 

é 

é 

рәрвотї 


b 
Ааш 
Ima 
Аш 
Аашя 
dwg 
рәррот 
К\йшд 
рәркот 


b 
dwg 
unjooi 
Jo әў®)$ 


*o 


8шүеәјѕ *Ajorxuy 
1£3J [00425 'Ajorxuy 
Ájoixu y 
uoisso1dop pue uoisso183 y 
([e.red) шѕппу 
uoniqiqui *Ajorxuy 
шѕђпұ 
uoissa1doqq 
Ájorxu y 
Ájorxuy 
Surpoo[q ey% 'ssourddequ( 
uoisso13de *ÁAjorxu y 
510119] JYysIu *souoepvoH 
uoisso1do(q 
vioodo[e ‘Ajorxuy 
sisouoÁsq 
Ájorxuy 
Ájorxu 
uoisso1dop pue Ájorxuy 
uoisso1doqq 
109] [00425 'Ajorxu 
Ajorxuy 
Ajorxuy 
juinbs ‘uorssaidoq 
Ayorxuy 
(a]qQesopisuos) Ajorxuy 
Куәіхиу 
чоүәдәз ‘Ajarxuy 
Áyorxu 


suio1duiAs 134410 


(puo?) | әче], 


'[o.juoo poured 1o4Aou pey pryd әу) jeu? S9jvoipur О x 


Ч «QD 


e I E. E e ES А үр 


(а) = 


A mec eA m шан AO nn 


(<u 


(ш —aà--GD 


d 

3I 
| autos 
Jo ƏdÁL 


D- DT N 


W 8 $ 09 
W L L 6S з 
d 9 Р 85 = 
W cI cI LS 
IN OI € 0 9s 
IN £I 9 $$ 
W 6 t€ 0 vs 
d L (Jr ES 
IN С Ӯ cS 
W П 6 IS 
IN L & С OS 
W cI 0 6v 
IN И (2201 8r 
| П 0 LV 
IN 8 I 9p 
WN €I é SV 
W t 0 vv 
IN L 9 tr 
IN eI é Сӯ 
JN 8 0 Iv 
W 9 0 OV 
W L v 6€ 
d OI 0 8t 
i П 8-1 Lt 
IN L 9 9t 
IN ӯ © сє 
W 8 (2)0 vt 
IN 8 (¿)8 tt 
у S (2)0 [45 
хәс ("ш 15) @ ‘ou 
UddS UMM 19500 jV [euog 
——— l 


(s1234) 33y 


I4 


Bk 


212 


CONSTIPATION WITH INCONTINENCE 
1. Stage of incipient dyschezia 
(a) With respite defecation 


It might be argued that when constipation 
follows bowel training it must be due to a 
failure to achieve ‘discrimination’ and could 
have been avoided by more assiduously re- 
warding for success on the pot, while also 
punishing for dirty nappies. But (apart from 
the objections and difficulties mentioned) the 
position is much more complex than in animal 
experiments; for steps can be taken in the 
laboratory to simplify stimuli and especially 
to minimize emotional interaction between 
subject and experimenter, whereas during 
toilet training the punishing mother is, herself, 
inevitably a prominent part of the condi- 
tioning situation. 

For this reason the child tends to be 
especially constipated when in his mother’s 
presence and near the pot or lavatory—which, 
like other components of the toilet situation 

(such as the noise of the water flush) may 
come to evoke obvious phobic aversion 
(Fenichel, 1946, pp. 200, 268; Warson et al 

1954). Eventually the child may be quite un- 
able to perform when his mother sits him on 
the pot (and in later childhood whenever she 
sends him to the lavatory) but may still be able 

to open his bowel when he is relaxed and awa’ 

from his mother and from other шлу, 
reminiscent of the pressure of training; hence 

his motion is often necessarily deposited i 
his clothes or in his bed. At first, this = 
tion—though at longer intervals—is still со я 
plete, the stools are large, and the rectum a 
colon do not yet contain persistent faecal 
masses. Such bowel opening, then, is still 
essentially normal except that it сап tak 
Pace eed in relatively care-free idiota - 

or which reason it *respi 
са may be named Tespite 

Early respite soiling is a behaviou: 
that has long been familiar to sien 
physicians, Shirley (1938, p. 372) recorded th 
following account by the mother of a ien 
old, which nicely illustrates the typical 
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sequence of events in this condition: ‘He 


would hide to have a movement in his pants ,> А 


and would get constipated if I tried to make 
him sit on the pot. I did this the same time 
each day but it did not work. Each time he 
would promise next time to ask for the pot, 
but would always hide under the table or 
behind the door, and then tell me about it 
after it was over. I would spank him and put 
him to bed for it. These would just make him 
nervous and jumpy, and he would stop having 
a bowel movement for a day or two and 
become constipated even though I would sit 
him on the potty for one and one-half hours 
and give him books to read and toys to play 
with.’ And, a generation later, the same story 
is still heard—for instance, in eight of the 


present cases (see Table 1, and especially case 
28, p. 219). 


Moreover, that this course of events is far 


from confined to clinic patients is demon- 
strated by Newson & Newson’s (1963) 
recorded talks with mothers of ‘normal’ 
l-year-olds, such as the one who said: ‘Td 
been holding him out ages—and in the finish 
I put his nappy on, and blow me if he didn’t 
50 and fill his pants as soon as I put him down 
next minute. I gave him a little tap for that. . .' 


(b) With exigent defecation 


Nera. the opportunity for respite 
аг unduly delayed; while for some 
Patients with incipient dyschezia it may never 


come—the act of defecation being inhibited ' 


ае тда than in relation to any par- 
жең ере: z But, since it is a matter of com- 
Sheed nee that the call to stool, if not 

yed, eventually becomes irresistible, it is 


to be expected t ag 
idi ея ini the longer a child's bowel 


neid up (even by conditioned fear) 
aid Sistent will grow his urge, until at 
is, indeed лыш bowel empties. (This 
happening i © most normal kind of soiling— 
pated € nevitably to even a non-consti- 
Ore son if forced to wait too long.) 

Table К the author’s patients (по. 25, 
defecati owed an unusual variant of respite 
ahon—alternating with exigent soiling: 


t 
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he was characteristically unable to use the 
=; lavatory, but easily and willingly defecated 
+ into a pot when allowed to do so. He eventu- 
ally soiled himself whenever this was forbidden 
(on the grounds that he was now too old for 
it), but completely ceased soiling when the ро 
was again permitted. The explanation for А 15 
boy’s selective toilet phobia seems to be t E 
in babyhood he had been held on the po 
affectionately and without coercion, whereas 
later attempts to make him use the lavatory 


“S had been punitive. 


v 


z 


2. Stage of established dyschezia 


(a) With Fecal Displacement | | 
Almost as a matter of course it — a ie 
suffering from respite or exigent soiling E 
receive added punishment for са 
E defiance and this will still further inhibit his 
defecation, so that an EE E 
rectal distension will be needed to a ч 
reflex, which will ipso facto become Е“ tliis 
less effective in emptying the Sa bae 
way the child arrives at the second stag - 
d pacers which his lower colon an 
" beni are never free from I s 
If this process is allowed to con ы Е 
will accumulate and pack the pre te 
eventually small quantities are а esa 
d involuntarily from time to time, 
1 tinual staining of the clothes 
ee, se to be mistakenly ascribed to the 
(whieh i on of impaction with overflow) 
cin ia аз s faecal pellets in various places 
2 = A em Such intermittent faecal ex- 
is is inevitable so К i nine 
emptying remains possible, d ta bereached 
shold for eliciting this is boun micis dis- 
as the rectum becomes progre 7 йе 
tended; and it will wees llo atte intra- 
passage of a portion of stool al Wu» respite 
“rectal pressure to subside oc , e m 
defaecation, it will generally в * E at T 
from he lavatory, poy ater inhibition 
aversion thereto and the greater жасу е 
experienced there, but also because he cannot 
child is aware of his rectal distension 
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know when this is about to reach the critical 
value until it does so—and then the soiling is 
upon him. Indeed it is probably a last-minute 
effort to avoid such soiling that explains why 
many constipated children apparently de- 
liberately try to stop the passage of a motion 
even when this is not painful (Lehman, 1944; 
Richmond ef al. 1954; Warson er al. 1954), 

Alternatively, this type of incontinence may 
sometimes be a direct mechanical result of the 
excessive pressure of rectal or abdominal 
contents, which forces material through the 
anal sphincter as through an escape valve—a 
Process that must be quite outside the 
patient’s control, and perhaps even outside 
his awareness. While in theory this would 
Presumably denote a later and more in- 
tractable stage, it seems impossible clinically 
to distinguish between these two mechanisms, 
and it is convenient to include the effects of 
either or both under the term ‘displacement 
soiling’. The clinical features of dyschezia 
with this kind of unloading have been 
excellently described by Richmond, Eddy & 
Garrard, (1954), Pinkerton (1958), and 
Coekin & Gairdner (1960 а). 


(b) With Overflow 


Hitherto the rectal contents, however 
tightly packed, have been “sufficiently soft to 
permit passage through the anal sphincter 
without undue straining at stool’ (Richmond 
et al. 1954, Р. 397). But in the final stage of 


constipation there is complete inability to 
perform defecation, 
characteristic of this 


material round a hard 
colon and rectum—t 


being known as "constipation with Overflow’, 
Removal of the impacted faeces and the use of 
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It is probable, then, where this condition has 
supposedly been present and has appeared to 
respond to such treatment, that the constipa- 
tion had not actually reached this stage and 
that the soiling was in reality of the displace- 
ment kind; or, in the event of genuine impac- 
tion with overflow, that this was the result of 
one of the causes of acute constipation such as 
dehydration or anal fissure. In the present 
series there was only one probable example of 
true overflow soiling (no. 20). 


PsYCHOGENIC ENCOPRESIS 
1. Fear Diarrhoea 


We have so far considered fear only as a 
cause of specific (conditioned) inhibition of 
intestinal propulsion—sometimes with secon- 
dary soiling. But it is also well known, both 
subjectively and through experimental obser- 
vation (Osler, cited McGregor, 1938; Almy 
Kern & Abbot, 1950; Wolff, 1953; Quigley, 
1954), that an increased propulsive activity of 
the colon may be an integral part of the 
physiological state of fear (whether objective 
or neurotic), leading to urgency, diarrhoea 
and even—especially in children—to encopre- 
sis. Such incontinence occurs typically at the 
height of the emotional stress (in contrast with 
respite defecation, which takes place at times 
of relaxation; and the dyschezial types, which 
tend to be independent of obvious mood); and 
is also likely to be the cause of soiling that 
occurs irregularly, and especially with lon 
intervals of freedom (in the absence d 
measures to clear out the bowel). But the 
history is often ambiguous, as when psycho- 
genic soiling goes on continually, or in cases 
in which it is not clear whether stressful situa. 
tions are inducing emotional diarrhoea or zm 
enhancing rectal retention to the point of 
causing faecal displacement. Nor is the earl 
history of much help for differentiation 
because many patients suffering from anxiet 
soiling have also experienced a battle "icd 
bowel training or severe intestinal illness i 
infancy. е 


In fourteen of the present series (nos. 2, 4 
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5, 7, 9, 14, 19, 29, 33, 42, 45, 58, 59, 60), 
though the diagnosis 


certainly excluded since the rectum, for 
various reasons, had not been examined; but 
the uncertainty varied from substantial (in 
cases 7 and 33) to an absence of reasonable 
doubt (in cases 14, 29, 58, 59 and 60). In three 
other cases the first diagnosis was, in fact, 
reversed by the rectal findings—the soiling of 
nos. 17 and 22 having originally been con- 


sidered psychogenic, whereas that of no. 3had - 


earlier seemed probably dyschezial. However, 
there is clearly no justification for rectal 
examination when soiling has been only 
occasional and has ceased long ago (cases 14 
and 29), and it is generally to be omitted when 
the incontinence is undoubtedly related to 


emotional upsets which the patient is now. 


managing to avoid (cases 5, 19, 58 and 59). 
Lehman (1944) described in detail four cases 
of encopresis, of which three are clearly of 
this category. The case histories are replete 
with incidents likely to lead to childhood fears 
(and resentment) including severe punishment 
and punitive toilet training; the original onset 


In two of these three cases and a relapse in the 


i bain imediat sequelae of traumatic 
ind = in each instance the soiling 
Wards Pompy with therapy directed to- 
mented onde specific anxieties—supple- 
patentsio bes possible by efforts to help the 
children. В ecome more friendly towards their 
can be m contrast, the condition of Bertha 
the oth Enized as dyschezial soiling: like 

er patients she was strictly trained; 


sc À 
Fg punished, and she first soiled 
others ания upset; but unlike the 


faecal ret Presented the physical signs of 
tempor. ae and though the soiling 
Porarily stopped when the rectum was 


emptied ^ 
NUN Psychotherapy could not prevent its 


" 2. Ulcerative Colitis 
dps puts diarrhoea may appear in situa" 
74, would be expected to make the 
ject angry, but in which the overt anger 5 


of fear soiling was. 
probably correct, dyschezia could not be“! 


rd 


+ 
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actually largely suppressed; hence, again, it 
seems that the causal emotion is fear—in these 
cases, fear of being angry. That sufferers from 
ulcerative colitis, in particular, are ‘sitting on 
a powder keg’ (Wolff, 1953, p. 32) of “feelings 
of resentment and aggression, which € only 
oorly disguised under a seemingly ,non- 
boue iar Green & с а 
1955, р. 106) because it is ‘quite impossible 
for them to have a row’ (Jones, 1961, p. 69) 
is evident throughout the published descrip- 
tions both of adult patients (е.в. Paulley, 
1950, pp. 567-8) and of children (Prugh, 
1951, p. 341). It is continually observed that 
the attacks of diarrhoea occur when the con- 
flict between anger and fear is actually in 
progress (Prugh, 1951, p. 343) and Eg 
patients improve both in personality and in 
freedom from bowel symptoms ш по 
longer afraid of eae ps 
ili aine & O'Neill, kp - 
ny e рр. 348 ff.; Frankel 1954; 
Daniels et al. 1962, p. 87). Moreover, seg 
observation of the exposed colonic mucosa o 
four patients each with a fistula chee 
his ulcerative colitis (Grace, 1954) has shown 


' that during this very struggle to inhibit 


i i anger the usually pale 
Mani. н aid sometimes petechial, 
Pd hyperactive, and the lysozyme 
concentration greatly increased. ИРИ 

It is in keeping with such an underlying 
hology that patients with ulcerative 

"aj Ls show obsessional traits (Prugh, 
9 ae & Bastiaans, 1955, p. 105; Jones, 
1961 f p. 69; Finch & Hess, 1962, p. 819) a 
that many, including children, are "caen 
(Mohr, Josselyn, Spurlock & oq = 8, 
p. 1075: Finch & Hess, 1962, p. 822). : " is 
also consistent with these symptoms that, in 
with people suffering from other 
a of functional bowel disorders, 


| most of these patients have experienced puni- 


i 344; 
i " i (Prugh, 1951, p. х 
Gn Mi SR p. ah Finch & Hess, 1962, 
erard, > P 
P. 821). . . 
i i diarrhoea in general, 
Like emotional | egg 
моа colitis is likely to cause faecal in: 
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continence (Platt, Schlesinger & Benson, 
1960, p. 258) and was the established diagnosis 
in three of the present series of encopretics 
(nos. 8, 10, 11; Table 1). 


3. Libidinal soiling 


Data from the present series do not Support 
the idea that children soil for the purpose of 
gaining erotic pleasure. In one case (no. 17) 
Such a motive at 


mother's attempts to gain libidinal satisfaction 
from cleaning him)—but, eventually, 
examination by i 
he had extreme 


TRANSITIONAL STATES 
It is in keeping with 
both conditions that 


and events 
training, 
"talked about some mothers who did not w 


movements’, 
Was ‘marked retention of faecal 
material’; she had, from the age of two, 


bowel move- 
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if she escaped from her mother and went into 
а in the present series (по. 49) 
was evidently oscillating between these two 
stages when first seen. There was a clear 
history of punitive toilet training with conse- 
quent inhibition of defecation—which was 
sometimes complete only when the child was 
on the lavatory, but was at other times so en- 
hanced by increased interpersonal stresses 
that his rectum became packed. Similarly 
patient no. 34 had developed typical respite 
soiling on starting school, punishment for 
which led to rectal packing and displacement 
soiling. Later still, after physical treatment 
had cleared the rectum, this remained empty 
but soiling continued and seemed now to be 
directly related to anxiety. Two other patients 
(nos. 35 and 60) also apparently made the 
change from respite soiling to fear soiling (in 


each case with an interval of freedom from 
soiling). 


PREVENTION AND TREATMENT 


1. In the toddler period 

Seven patients in the 

were under 4 years o 
sidered separately, 

tinence up to this age 

necessarily abnormal, 

any potential control 


present series (Table 1) 
ld. This group is con- 
partly because incon- 
is not to be regarded as 
and also because (since 
in these early years is 
readily overruled by urgency of defecation— 
whether from high intra-rectal tension or the 
effects of fear) it is difficult to assign the 
soiling confidently to any one of the diagnostic 
categories. However, if the mother of a child 
80 young consults a doctor about his in- 
continence, it may be inferred that she is 
unduly concerned to achieve early cleanliness 
and that training pressure will have alread 

disturbed the smooth working of the child’s 
bowel; and it is in keeping with this that the 
soiling of all but the youngest of these seven 
toddlers seemed to be at least aggravated by 
one or more of the Specific mechanisms 
already described. Tt is particularly instruc- 
tive, then, to observe the results of trying to 
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induce the parents to cease their efforts to 
train these children. 


The youngest patient (no. 12) was a boy of 


only 1 year 7 months, whose adoptive — 
at first seemed unable to tolerate vk opis з 
even at so early ап аре, but indicated that s 
could overlook it if the psychiatrist approve . 
At a second interview two months later she 
did not mention the soiling, and 3 years par 
the family doctor confirmed that all ha 
remained well. 

Patient no. 15, a boy of 2 years 10 months, 
was seen for incontinence and general re- 
tardation. He had been born prematurely, 
had had a very disturbed infancy with feeding 
troubles and an operation for pyloric stenosis, 
and had been in hospital for acute otitis 
media with colic at the age of 9 months. The 


mother, herself an adopted child, was evi- , 


dently extremely hostile to the boy (and also 
to the psychiatrist) but she accepted psycho- 
therapy for herself and the child at another 
Clinic, with the result that, though found to be 
educationally subnormal (probably brain- 
damaged from birth), the boy became con- 
tinent shortly after reaching the age of four. 
The mother of по. 18 (a boy of 3 years 
8 months) had so severe an anxiety about 
faeces that she had imagined him to be con- 
stipated from birth and was too ashamed of 
his Soiling to Tealize that, even when he 
desperately wanted to open his bowel, he 


Could not make himself use pot or lavatory. 
The 


ng and resume the use of nappies; and 
when she next brought him to the hospital 
(for an unrelated condition) about 18 months 
later she Mentioned that the soiling had per- 
manently stopped soon af ter the first interview- 
No. 44 was a 3-year-old boy whose mother; 
a Severe-looking Obsessionally houseproud 
ex teacher, expressed Concern that he was not 
yet ‘trained’, qt Was clear from the mother’s 
account that she had always waged a relent- 
less battle with the child: she said, for instance; 
that she was determined to make him obey het 
cn if she had to put her knee in his chest- 
She denied that she was in any way worrie 


mother was encouraged to stop all ^ 
traini: 


b 


F Е; 
/ Й 3 
. Two main groups 


encopresis Secondary faecal incontinence 
© a 2! Р 
Causal fear General Fear of Specific aversion to Б: 
(anxiety ог own defecation and/or to 
objective anger toilet situation 
fear) 
E 
"intermediate condition ... Overactive Ulcerative Toilet Incipient Established ИР 
colon colitis refusal dyschezia dyschezia рза 
Re Lr сй 
Immediate cause of soiling Precipitate Respite Exigent ЙИР бы 
defecation defecation defecation displacement Bein i 
State of rectum Empty Variable Full 
4 —* p Áo. 
No. in present series (out 31 3 6 1 vu CD 
Of total of 53 aged 4 yr. 
Or more) presenting with, 
or having had only, the 
t ified 
Уре specifie: Bi " " | 
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about him except for his soiling—presumably 
because this was the one aspect of the fight 
} that she did not win. The mother expressed 
her feeling of guilt, and also her hostility 
towards those who had tried to advise her, by 
complaining that they had accused her of 
training too hard, whereas she asserted that 
She had actually been too lenient. At the 
same time she spontaneously described some 
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claimed on the last visit that she had not done 
so in the interval. Five 


confirmed that the boy was at School 
generally well, and not soiling. | 


Table 2. Proposed classification of Psychogenic disturbances of defecation 


Psychogenic diarrhoea 
with or without 


Stages of functional Constipation and 
corresponding types of 


No, having had specified 
type at some time 


aspects of her own compulsive behaviour as 
if aware of its abnormal nature. The initial 
interview with the mother, and two subse- 
quent talks with both parents, were directed 
towards helping her to feel less persecuted, 
first by the psychiatrist, and then by the boy’s 
behaviour, so that she might allow herself to 
4 be more permissive towards the child. This 
seemed to be achieved—the mother became 
Visibly less anxious and more friendly, and, 
though still declaring during the second inter- 
View that nothing would change her deter- 
Mination to go on punishing the child, she 


Psychotherapy), 
The case of patient no. 54 (a boy of 3 ye 
ars 
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9 months) demonstrates, as does that of no. 50, 
the frequently very circumscribed nature of 
bowel difficulties, with their specific relation 
to toilet training. But in the previous case the 
incontinence seemed to be an isolated problem 
in a child otherwise healthy in body and 
mind; while that of no. 54 appeared to be 
an equally independent symptom—though 
shown by a boy with a severe degree of 
autistic psychosis. His soiling (of the respite 
kind) also cleared up shortly after the first 
interview (in which the parents were en- 
couraged to avoid all toilet training as well as 
any other punitive and stressful situations 
likely to impede the growth of better rela- 
tions), though the boy’s general condition had 
still not undergone any considerable change, 

No. 56 (a boy of 3 years 10 months) was 
the very disturbed, withdrawn, only child of a 
depressed woman, separated from her husband 
and on very bad terms with her own parents, 
in whose house she lived. There were indica- 
tions that the grandmother was especially 
strict and intolerant of bowel immaturity and 
of dirt in general. When eventually received 
into Local Authority Care, this child screamed 
whenever the lavatory was mentioned; but he 
gained normal sphincter control after a short 
time with an unusually affectionate and per- 
missive house-mother. 

All these seven toddlers, then, have ac. 
quired normal bowel control; and this result 
seemed, in at least six Cases, to be closely 
related to cessation of toilet training. Four 
became clean rapidly and completely after 
one interview with the mother, while a fifth 
responded well after three interviews with the 
parents. In one case, despite significant 
mental subnormality, continence was attained 
after about one year’s Psychotherapy; while 
the remaining (severely disturbed) child soon 
ceased to soil when no longer punished for 
this or any other behaviour., 


2. In children of school age 

When, in an individual ca 

for prevention the logical co 
reverse the training process, 


se, it is too late 
urse is to try to 


In cases of incipient dyschezia with = 
or exigent soiling (ог even early ore | 
soiling) it may be possible to induce ] 
parents to accept for the time being—o 
better still to welcome—the soiling as pre- 
ferable to severe constipation, and, by con- 
veying to the child this change of attitude; 5 
enable him to lose much of his fear of defeca 
tion. But, as the problem originates in дер 
rooted self-propagating prejudices, many ө 
parent cannot respond to simple guidance. 


i o e 
and may need intensive psychotherapy t 


become able to feel affectionate and sympa- 
thetic towards a child that is still soiling: а; 
or alternatively, it may be necessary vi es 
the child. In either case, the specific RUE - E 
enable the child to experience situations 
Whether with his parents or with the —Q 
—in which he loses his fear of punishment 
in general, and for defecation in parti- 
cular. ] 
Numerous published accounts of pee 
attempts to relieve constipated children make 
it clear that their effectiveness was we 
essentially to bringing about this Mind = 
change, either by directly treating the chiar + 
(Sterba, 1934, р, 233; Huschka, 1942, p. 302; 
Warson et al, 1954, p. 406), or by modifying 
Parental attitudes (Pinkerton, 1958, р. SIS 
The Present author would, however, hesitate 
to encourage strict parental disinterested- 
ness (Pinkerton, 1958) because, though it 15 
essential for parents to give up their punitive 
attitude, this does not oblige them also tos 
withhold their Concern: that they should 
not denounce the symptom does not mean 
that they should ignore Гог this may 
deprive the child of the support and sym- 
[wed he needs in his distress, and is a 
- to make him feel that he himself is 


4 


| 
| 


2 йв i i t of. 
early Author's experience, treatmen А 


dyschezia w 
$иссе$$[ 


1 ith respite defecation is pa 
to induce hid when—and because—it c 
ing; whe * Parents to become less punis 4 
ae if this change in the parents ca : 
surpric; ved, Success may be brought abou | 
Tprisingly easily, as in the following Са5© 


] 
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(Table 1, no. 28), which also illustrates the 
typical features of respite soiling:— 


Clinical findings: 

Child. A boy of nearly 5, clearly very nervous, 
unable to separate from his mother and refusing 
to speak. 

Mother. Also obviously very anxious, overtly 
asking for help, and stressing that the difficulties 
were not for want of her efforts to train the child. 
Disclosed that she had put him on the pot before 
and after meals since the age of 6 or 7 months 
(and would have done so earlier if not dissuaded 
by the father) and still smacked his bottom at 
night if his trousers were soiled. Complained that 
when on the pot the child said ‘I don't want to’ 
and then went away and immediately passed a 
motion (into his trousers}—‘when feeling 
happy’. А : 

Father. Seemed rather warmer in personality 
than the mother. Recalled that as a child he had 
had the same trouble, and that when he had left 
the house and arrived in the woods he had im- 
mediately wanted to open his bowel. Neverthe- 
less, like the mother, he had regarded the patient’s 
soiling as something to be ashamed of and to be 
punished for. 

Management: | 
¥ Attempts to discuss with the mother the evident 

failure of communication between her and the 

child met great resistance. She continued, for in- 
stance, to feel aggrieved that he did not tell her 
when he felt the urge to defecate, though she 
readily acknowledged that had he done so she 
would have sent him straight to the lavatory 
and that he would then have been unable 


5 90 perform. It was not practicable to offer the 


mother psychotherapy for her own problems, 
but as she seemed to have reached a posnon 
where she might be able to make use of direct 
advice, it was explained that pressure to make the 
child clean was likely to enhance his difficulty in 
using the lavatory, and she was encouraged to 
help him to feel at liberty to чыке ae 
and wherever he felt the desire—to regard him in 
“this respect like a baby in nappies. 

Outcome: 

Two interviews with the mother and one with 
the father were followed by the family going 
away fora summer holiday, after which the mother 
(evidently very pleased and grateful) reported 


pt 


219 


that the whole problem had disappeared and 
also that the child had happily started school. 

In the present series, seven patients over 
4 years old were experiencing respite defeca- 
tion (six with respite soiling, one with exigent 
soiling) when first seen. The bowel difficulties 
of five of these (nos.25, 28, 32, 38, 49) apparent- 
lycleared up completely after an average of two 
interviews with the parents; but, while the 
respite soiling of no. 33 soon ceased, the 
mother-child conflict continued and typical 
fear soiling supervened (which, however 
largely cleared after some months of psycho- 
therapy and casework). It has not been 
possible to trace the remaining one. 


THE CULT OF THE POT 


Mentioning ‘an aphorism of Nietzche’s. . 
that all prejudice can be traced back. . 0 the 
intestines’, Anthony (1957) concludes that 
at least some prejudices arise during ‘primary 
care [sic] of the intestines in childhood’. This 
causal relation applies both Ways; the wide- 
spread prejudice that there is some virtue— 
even necessity—in training the infant’s bowel 
being in turn responsible for perpetuation of 
this ritual. It has, for instance, long been 
orthodox medical teaching that “careful 
training is required from earliest infancy in 
order to develop the defecation reflex? and 
that ‘neglect of this is the cause of the dys- 
chezia of infants’ (Hurst, 1956, р. 606). Books 
by paediatricans and child psychiatrists have 
done little to dispel this absurdity; with 
Such rare exceptions as that of Illingworth 
(1957, p. 280), who roundly denounce: 
“а wrong idea’, and of Spock (1946 
who points out that ‘a child will cor 
train himself sooner or later if no str 
taken place’, 

The difficulty of reconciling a belief in th 
need for toilet training with recognition of thes 


S it as 
Р. 189) 
mpletely 
uggle has 


and the crippled Personality that this m 
leave is sometimes é 


p. 64), or be accused of resisting even ‘lenient’ 
training (Dimson, 1959); just as in everyday 
life he may get smacked by his exasperated 
mother for being unable to do what she has 
been told he should. 

In more charitable vein, authorities like 
Burlingham and Anna Freud (1944, pp. 17-18) 
expressly repudiate methods of training that 
rely on fear and punishment, though sur- 
prisingly they still seem to expect the very 
young child to restrain his basic urges. Yet, as 
these same authors imply, soiling by children 
who ‘have been perfectly clean at home [and] 
lose their sphincter control when separated 
from their mothers’ cannot possibly be the 
result of lack of training; while those children 
who ‘can finally be made clean only if taken 
over completely by one person’ and also 
those who ‘maintain their good habits onl: 
when in contact with certain nurses’ s 
demonstrating that their continence depends 
Е prec well-being rather than on 

ny disciplina: iscipli 
ns om p ry (ог even self-disciplinary) 

Even Huschka (1942), in her classic account 
of the destructive effects of coercive mium 
appears to take for granted that a milder form 
of training does no harm—describing it » 
deed as pathologically deferred if left until te 
age of two (Huschka, p. 306). And Ste - 
(1934, p. 227) dismisses some psycho: ч м 
пра as merely ‘a transient pitom 

urin, і 
ex e normal [sic] process of toilet 

Similarly Anthony (1957 
ceding that oen doe Mane a, d 
immature organism under tier pm н 
рте ant apparently deliberate attem: et 
invest the whole process with sufi = 
anxiety to ensure its life-long rele iq 
and despite his graphic descriptions of P 
appalling damage that can follow g- з 
training’, yet suggests that Setiana 
may be equally detrimental. It seems that th 
unfortunate mother is expected to tread Я 
anxious and precarious path between Peu. 
two extremes, being required for the pur des 
to learn the natural rhythms of her child. the 

> 
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rate at which food moves along his alimentary 


tract, the filling and emptying capacities of his ,, * 


visceral organs and the sensitivities of the ' 
thresholds concerned in giving signals that 
herald a need’. The suggestion that ‘the 
average mother learns this language without 
much difficulty’ (or even with it) is hard to 
take seriously; though it is easy to believe that 
such vicarious hypochondriacal preoccupa- 
tion might end in the state of mutual agitation 
depicted in the subsequent paragraph of the 
same paper. 

The fallacy here seems to reside in the as- 
sumption that failure to toilet-train is the 
operative aspect of the behaviour of the ‘low- 
pressure mothers’ in this regard. But, since 
these mothers are said to be ‘burdened with 
every conceivable sort of social problem’ and 
Eas children are ‘usually rejected and neg. 
тен p" well as often presenting an early 
Vo Кыр gastro-intestinal disease"), it 
xad ёт ue among the ‘welter of florid 
cnr acide , to impute any particular 
the iri aa cally to lack of training—even if 
ped o confirmed. In fact, however, it 
= ч rom confirmed: we read that the 
training га give very little useful data on 
ДЕШЕ iom 4 ; and we can certainly not 
these hostile eir apparent unconcern that 
islocianth mothers (‘driven to the clinic 
from s a resentfully) have refrained 
іа any E ER their children for soiling. It is 
tom mothe notoriously difficult to obtain 
of their ‘ete a reliable retrospective account- 
р. 306); е methods (Huschka, 1942, 
with nations it is clear from interviews 
маа а at random (Newson & 
whose db A 7, 12) and with those 
related to nits problems are less obviously 
p. 307) that vd training (Huschka, 1942, 
highly likel en training is practised, it is 

Clead de entail punishment. 
that buses en, we search in vain for evidence 
ibus of зы training (in any significant 
depend o ^ ferm). Clean habits do not 
order: s ene able to pass a motion {0 
pleas + hi eed no one at any age can do this to 

e himself or anyone else, unless he has 
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been deliberately withholding his stool for the 
«=у purpose. A normal child in an ordinary home 
^is eager to conform to the cultural patterns of 
his family as soon as he is able to do so and 
he will adopt their toilet habits when his 
Sphincter control is physically mature enough 
and not impaired by interpersonal friction or 
inner conflicts (such as those especially apt to 
follow bowel training). This is as true in our 
culture as for instance in that of the Kwoma, 
who, according to Whiting & Child (1953, 
р. 76), take this so much for granted that they 
were ‘puzzled as to why this was anything to 
ask questions about’ and could only a 
‘Why, you just tell the child what to do an 
he does it.’ The truth of this proposition is 
further confirmed by the results of inducing 
parents to ‘untrain’ ae m early 
onstipation (pp. 218, A 
Е Mac & Levin (1957, p. 104), = 
cognizing that training can only cia wi 
what is otherwise a smoothly operating physio- 
logical process’, observe that it is a mystery 
“why toilet training occurs at all . While it x E 
portant not to minimize the significance о 3 
mother's specific personality vertu 
as anal prejudices and phobias ¢ nt A 
1957) and associated sexual conflicts xe 
et al. 1957), if these are evident, it is, = E 
and his colleagues imply, mcd С zia 
consider the apparently externa fa E 
leading to the decision to start EH 
only because they may be medi wb 
-"eliminate. There is a clue to one s : orin 
these authors’ (1957, p. 111) own statement tha 
they do not get the impression that there » 
any age after which most children can mp ly 
he pif to go to the toilet when they 
need to’ and that ‘if there is such an age, 4 is 
evidently later than any of the mothers is 
Broup began their training Г "» 
is just the point—nature does not su ты 
fashionable aspirations for jae oat 2. пу 
Sphincter control, and parents om ae » 
alarmed if children do not regular dis ер З 
Ог lavatory for stools until well into P a 
or even fourth year. (On the other han they 
can be told that control developed at leisure 


= 


ip he 
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is likely to be more teliable than after more 
hurried methods, and the child less prone to 
those ‘accidents’ that are often accepted as 
inevitable.) Moreover, the word ‘instructed’ 
in this context Suggests an approach that is 
either premature (because the child is not yet 
ready) or superfluous (because he is). 


SUMMARY 


Well-established physiological and psycho- 
logical data—derived from both experimental 
and clinical observations—lead logically to a 
comprehensive explanation of the origin of 
chronic constipation and of faecal incontinence, 
Some aspects and implications of this theory are 
as follows: 

1. Fear (whether subjectively or objectively 
induced) has two distinct and Virtually Opposite 
effects on bowel action: a conditioned aversion to 
defecation leads to inhibition of the reflex and 
hence to constipation; whereas a state of actua] 
fear may cause hypermotility of the intestine and 
diarrhoea. 

2. Both of these conditions may (in con- 
trasting ways) be the cause of Soiling; 
this is the result of 
dyschezia one or more 
distinguishable processes are involved. 

3. Though not its sole cause, the most impor- 
tant circumstance leading to dyschezia is bowel 
training. There is no evidence to Support, and 
much to refute, the widely held belief that such a 
procedure is necessary. Indeed, it is logically im- 
Possible for it to be both effective and harmless, 
since its specific aim is to produce a damaging 
interference with normal function. 

4. Ulcerative colitis appears to be due to a 
diarrhoea—in which the 
nces of the subjects own 


rential diagnosis in 
cases of soiling, when this is not due 
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other inhibitory traumas, and eliminating punish- 
ments and other sources of anxiety and fear. 

This explanatory scheme is in keeping with the 
features of numerous published case-reports, as 
well as the author's series of sixty consecutive 
patients with faecal incontinence; and is corro- 
porated by the success achieved in managing 
early cases on the lines suggested. 


A. C. WOODMANSEY 
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Emotion, cancer and time: coincidence or determinism? 
3 


By W. S. INMAN* 


‘Time, like an ever-rolling stream, 
А , 
Bears all its sons away. 


Thus runs the still popular, nearly 300- 
year-old hymn. Inexorable is the fate; there is 

м, no escape. But sometimes it does so in a 
dramatic manner that suggests human co- 
operation in the ааа а from 

ici e it is all too evident. 

oos ago (1948a) I quoted an extract 
from A Jacobean Journal by G. B. Harrison: 


Then the people began to talk diversely; many 
‘seeming to marvel at vain and ordinary things, as 
ёна living and dying a virgin, she Lye 
» Elizabeth the First) was born on the vigil of the 
Feast which was yearly in remembrance of bue 
Lady the Virgin, and that she died on the vigi : 
the Annunciation of Our Lady; that she eri 
the world at Richmond where her grandfat m 
whom she so much resembled, ended his life, an 
upon the same day of the week. 

After several centuries the people still = 
diversely, but when the public noticed t а 
Winston Churchill died on the са : 

. the death, seventy years previously, = е 
father who had so powerfully influenced his 
early years, and a few days after the prematire 
birth of his first great-grandson, there ES - 

“ess inclination to accuse it Sontempsuous yo 
*marvelling at vain and ordinary eid 1 

The dramatic exit of famous characters 
Strikes the public imagination as P cw 
to their acting on life's stage, as if they ш 
willed it so, though how a man, comatose or 
~ Some days, can so adjust his behaviour as to 
disappear at the right time seems to arouse no 

ч. oh are ee comprehensible if people 

Who, like St Paul, speak figuratively of death 

аз ‘falling asleep’, would compare it 

З °ep-walking, when some clockwork-like 


' ж Portsmouth. 


“ 


se 


mental impulse directs activity, sometimes 
even fatally, towards symbolic gratification of 
an unconscious wish. There comes a time 
when exhausted mind and body seek eternal 
peace. 

When Kipling (? conceived 
25 March; born 30 December 
17 January 1936) wrote of 
Downland 


Lady Day 
1865; died 
his beloved 


"That deeper than our Speech and thought, 
Beyond our reason's sway, 

Clay of the pit whence we were wrought 
Yearns to its fellow clay’, 


he might be describing a death Wish, and 
merely expanding the ‘earth to earth, ashes to 
ashes’ of the church burial service. 
Unfortunately the dead take their secrets 
with them to the grave, and the marvelling 
survivors can only speculate about the signifi- 
cance of the timing. However, death is not the 
only morbid reaction of mankind. Even trivial 
illnesses may be regarded, without much 
stretch of imagination, as steps towards the 
grave. Humanity is lucky in having such an 
inborn capacity for withdrawing from that 
goal; and generally speaking mankind is 
entirely unaware that time is playing a part in 
the process. Yet in the last 40 years I have 
Come across innumerable instances in which 
the time factor seems at any rate to have 
helped to determine all kinds of morbidity 
when man has had difficulty in dealing with 
the biological crises of birth, matingand death. 


connexion the ques- 
of cancer has been 


research 
be worth while, 
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In an article on this subject (1961) I dwelt 
upon the career of a maternity nurse, Miss B., 
aged 46 who, while attending a confinement 
on 17 February 1958, tripped, fell downstairs, 
and bruised her left breast on the metal 
newel—a lion—at the bottom. Several weeks 
later a lump, soon to be diagnosed as a cancer, 
developed in the same site, and on 23 J uly the 
breast was excised. Less than two years later 
secondary deposits in the scalp, spine, ileum, 
the other breast, the left eye and the base of 
the brain had appeared. Her ovaries and 
adrenals were then removed, and a year later 
X-ray examination ‘from top to toe? showed 
that all the growths had disappeared. 

Inthe meantime I had met her and obtained 
her willing co-operation in the search for a 
possible psychological element in causation. 

She agreed the more readily because from the 
first she had been convinced that her cancer 
had been brought about emotionall 


; | у. Ошу 
three interviews were possible. The facts 
emerged piecemeal in jigsaw fashion, but bit 


by bit a pattern evolved which suggested that 
the self-inflicted blow on the breast was no 
mere accident. The value of the resultant 


picture, now completed by death, must be left 
for time to show. 


Her earliest memory was of a baby brother 
2} years younger, who was being bathed in a 
blue bath, and it w. 


as supplemented b 
remembrance of an al ys unhappy, a 


wa 
fearful home. Her father was “utterly selfish’ 


mitted suicide. I think these early influenc 
determined his daughter to be, asa неон 
nurse, а vicarious mother and a celibate. 4 
At the pubertal age of fourteen he 
younger brother was in such serious confli à 
with his bullying father that in spite of hi 
mo Support he fled to Australia in 
the following year, and di i 
four years iis T SERI 
In his twenties he married, 
18 February 1944 Miss B. atten 
of his second child four d 
(thirty-second) birthday, 
Specially memorable Бе 


Secretly. On 
ded the birth 
ays after her own 
and the occasion was 
cause of a successful 


conflict with her own mother about breast 
feeding the infant. As he grew up this boy — 
became the chief interest and pride in her life; ; С 
and it was these anniversaries evoking vivid 
memories of tumultous times in her old home, 

and now coupled with contemplation of 
obvious unhappiness in the family where she 

was again attending a confinement, that 
brought about her fall downstairs. 

However, fate was not to let her escape from ^N 
the influence of periods of time. She kept — 4 
fairly well until November 1960, when 
routine examination revealed high blood ^ 
pressure. She was having too much salt and 
synthetic cortisone. Troubled with sickness à 
week before Christmas, she thought her salt 
was too low, and took some, and for once а 
birth anniversary favoured her; she was quite 
well on Christmas Day. But her luck did not, 
last. On 3 January she had cramp in her 
" e legs and chest, so stopped taking the ^ 
salt. 

A month later, on 8 February, whilst still 
Struggling with the problem of adjustment to 
the loss of her adrenals, she went up to 
London for a routine check-up and was ' 
promptly admitted to hospital. Whilst there; 
on 26 February, she wrote to tell me of yet 
another birth of exceptional interest. 

Her elder brother had a youngest daughter 
Who, in April 1956 at the age of 20, was killed 
in а helicopter crash. She was engaged to be 
married, and fourteen months after her death | 

er fiancé married her sister. The first baby - 4 
Was due four years later, on 5 March, the dead ` 
Sister's birthday; instead, the young mother 
Pp “very toxic’ and was delivered SE 

ebruary, the anniversary of Miss В.5 ' 
crash downstairs, and but for which she would 
Probably have been the midwife in attendance- * 
How far was this notable pregnancy, ultimately 
associated with her elder brother, responsible | 
for Miss B difficulties of the past few 
ош, and her presence in hospital at the 
be 4 moment of birth at that particular йш 
©ауйу charged with emotional memories? 
ees She seems to have carried on a” 
Ive life—how well I never learned for We N 


T 
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never met again—and then on 1 October 1965 


y I received a letter from her friend and trustee, 


* who had found my article amongst her effects, 
saying that Miss B. had died on 16 September 
last. ‘The ghastly disease finally attacked her 
in her spine, though it couldn’t be detected for 
Some weeks. From the first week in August 
she got rapidly worse, but curiously enough 
her complexion remained young and healthy- 
looking. . . her courage was beyond praise. 
She accepted pain with defiance, administering 


ОЗУ herown drugs until too incapacitated to do so, 


t 


У 


and referring to her symptoms as a nurse 
rather than a tortured patient.’ A fine woman! 

Had the months of August and September 
any special significance? At our first meeting 
She had told me that of late years her deepest 
distress had been in September 1951 when 
utter fatigue from overwork had forced her, 
heart-brokenly, to retire from her treasured 
Position of matron at a Maternity Hospital, 
but such a memory seemed quite insufficient 
to explain her relapse, unless it was reinforcing 
Some earlier stress. What other calamity had 
Overtaken her to neutralize the power of the 
artificial endocrines to keep at bay the 


© malignancy? And was it connected in any 


way, however indirectly, with birth and her 
younger brother, whose advent seemed to 
have started her interest in the mysteries of 
reproduction and breast feeding? 

Besides the babe, born on 18 February 
1944, whose birth anniversary was so closely 


ч“ associated with Miss B.’s fall, this brother 


had had two other sons, born respectively on 
5 September 1940 and 18 August 1949. What 
her attitude towards these two nephews was 
I never learned; but, as the trustee’s letter 
Shows, August and September proved to be 
Months of ill omen. Miss B. died on 16 Sep- 
tember, two days after her younger brother's 
> (5150) birthday. The dates were too suggestive 
to be ignored. Was a ruling passion strong 


€ven in death? 
The trustee had reminded me that 60 years 


ago her own family had been grateful 
Patients of mine, and now I found notes 
Showing that 30 years later she herself had 


15 


and then incidentally 
confirmed my Stye theory; the only stye of her 


though it is now too late to use the revelati 
for the benefit of the sufferer 


ultimately a better-balanced u 
lessen the tendency to cancer, 


The passage of time enables me to record 


In 1962 I told the clinical histo 
1958 of a childless woman, Mrs B. cde don 


tonsils, parotid 
Ovaries, s appendix, 
vagina and Bartolin’s 


to reproductive Crises, and is 
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the extent of no coitus for four years, remains 
under suspicion of being capable of anything, 
even malignancy. 

It was not long in coming, and I offer the 
sequel as possible evidence of an emotional 
factor in the causation of cancer. 

On 20 October 1963 Mrs B’s adopted son 

became engaged. It was his girl’s twentieth 
birthday. It goes without saying that the 
childless Mrs B. now had definite fantasies of 
the coming, at long last, of a baby into the 
family. The same month she first noticed a 
growth in her left breast, and by a curious 
coincidence a bitch of which she was “very 
passionately fond’ was at the same time having 
a second operation for lumps in its breast, a 
circumstance that prompted her to ask the 
veterinary surgeon if she could catch any- 
thing from the pet. He reassured her. 

On 4 April 1964 the son married. Mrs B.’s 
ailing mother was present, and after the 
ceremony she came to live with her daughter. 
who had to nurse her almost at once throu h 
an attack of broncho-pneumonia. : 

On 25 April Mrs B's nipple began to dis- 
charge. A few days later a surgeon diagnosed 
cancer, and the next day her mother was ad- 
mitted to hospital, where she died on 22 Ma 
On the 27th Mrs B.’s breast was excised "i 
the same day her mother was cremated Thus 
since the momentous engagement seve; à 
months previously, life affecting three gener: я 
tions had been emotionally disturbing to а 
unusual degree concerning birth, татті E 
and death, and during this time a de 
disease, cancer, had developed. 

How did it tally with her many other su 
gestively psychosomatic illnesses? Tt was 2 
the first time that a breast had given Boe, 

though previously it was the right one ini 
had developed a cyst and caused post E 
ment of her wedding, fixed for her ПОТ 
third birthday. Was an even deeper Shin i 
Stress necessary to disturb the delite 
poised endocrine balance sufficiently to in 
duce riotous behaviour in the breast Hamel x 

Even if it be conceded (would ex eri 

entertain the notion seriously?) that Ma x 


age 
adly 
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did catch something from the bitch's breast 
tumour, why was she vulnerable at that par- 
ticular moment? How is the validity of the 
theory to be tested? By the statistical method? 
Then Mrs B. must be compared with her like; 
not just with any other childless women with 
breasts and emotional capacity, but those 
with the same kind of parents, the same 
position in the family, the same upbringing, 
the same religion, the same childish and 
adolescent experiences, the same resultant 
attitude to life, the same hypothalamic 
memories, and even the same finger-prints— 
which means that there is no one on earth 
who can be adequately compared with Mrs B. 
She is unique. Perhaps the inquiry, having 
exhausted the possibility of inherited factors, 
might fruitfully turn to infantile histories 


before personality problems have become (00 ©. 


complicated. Even then, who shall say at 
What age one man's meat becomes another 
man's poison? 

| However, there is one more curious CO- 
incidence to be recorded. Mrs B. made a good 
recovery from her operation, and the fol- 


lowing week was discharged from hospital. _ 


Nine days later, on 12 June, she had a recur- 
Tence of the inflammation of the left cornea 
which had first brought her under my care; it 
Was the anniversary of the operation on her 
Ovary in 1935, 

The long-desired first child of her adopted 
196: a girl, at last was born on 19 October 
ee iae again anniversaries were taking @ 
аа E the destinies of the family. It was the 
alko п young mother's birthday, and 
wondered IS B.’s father’s birthday. І ha 
fresh s if the great event would produce 

ymptoms, and in the following month: 


at a routi 
f Ошіпе check-up, a tender spot W3 


eed а B.’s shoulder. It was sufficiently 
injection үш the surgeon start a series 0 
At an S, but it proved to be a false alarm- 

Y rate, by February 1966 she was quite 


wel! 
1, and to date (August 1966) remains 50. 


O * 
"s s h some hesitation do I introduc? 
Т clinical experience, so fantastic seem 
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the circumstances. May the gravity of the 

problem excuse it! 

A year ago a man, aged 48, came to me for 
an assessment of his ophthalmic fitness fora 
public service. Fifteen years ago, he said, he 
had developed symptoms of a brain tumour, 
eventually—after air had been pumped into 
| the brain—to be diagnosed as a pituitary 
| adenoma. He was treated energetically by 
radio-therapy, and all the symptoms had now 
disappeared, leaving no trace beyond a very 
slight disturbance of his ocular muscle 
balance, but he was still being kept under 

on. | 
ree opportunity of getting informa- 
tion about birth, marriage and death, and 
casually asked the man the date of his birth. 

He told me, whereupon I said that Christmas 

F must be an exceptionally important festival 
in his life. He was startled. How could I 

i that? 

" us caver his story, he said that in 1949 
his father was driving his mother along an 
African road when, to avoid a little boy, he 
swerved, crashed into a tree, and the mother 
was killed. It was Christmas Day. . 

© In the following year my patient's DP 
à toms began, and a year later his C 

developed cancer = the abdomen’ and die 

istmas Eve! 

E s he wanted to know how MONS 
I explained that for many years I ha een 
ici rious human reactions to time and 
Mme ж Church festivals, such as Christ- 
^ E pe nnam Since he had been born on 
5 October he had probably been conceived 
about Christmas Day, and long m 
with a vast number of patients had led me to 
expect other noteworthy events in шр 
with the same anniversary. That. e was 
puzzled by the association of ideas is not to 
be wondered at, though it seemed a little less 
E crazy when I showed him that his sister, two 
years older, was born on 9 December, sixteen 
days before Christmas, whilst his next sister, 
Nearly three years younger, was. born on 
13 October, and therefore conceived soon 
after Christmas; indeed an obstetrical table 


la + 


calculates the actual date from "Old Christ- 
mas Day’, 6 January, now better known as 
Twelfth Night. Moreover, I could carry 
periodicity about birth a little further. The 
same table showed that a third sister, born on 
29 August when my patient was 10, was 
presumed to have been conceived on 22 No- 
vember. Her father’s birthday was only three 
days earlier, on 19 November. The long arm 
accredited to coincidence would seem to have 
an infinite capacity for Stretching unless 
Some unconscious controlling factor is at 
work. 

That biological events such as birth may 
tend to cluster in this Way need not cause 
surprise when the age-old influence of the 
Seasons upon reproductive impulses is re- 
membered. About endocrinology I am, to 
quote Mark Twain, “extensively equipped 
with ignorance’, but I imagine that it would 
not be difficult to find in health an association 
between hormonal activity and the seasons, 
The trouble is to account for the change from 
creative to destructive tendencies, from 
healthy to morbid functioning. Is it possible 
that insupportable emotional stress affecting 
the endocrines may be the deciding factor? 
Miss B.'s history showed the remarkable 
effect of treatment by removal of the adrenals, 
and I read that removal of the master gland, 
the pituitary, has also had its Successes, 

In what was Virtually a Wayside consulta- 
tion during an examination of the eyes there 
was little time for a detailed history, but 1 
learned that he had had only childish illnesses 
and ‘flu’, and that his earliest memory was of 
his next younger sister’s falling into a pond. 
This may be compared with Miss B.’s baby 
brother's bath, and under analysis 1 Should 
expect both memories to be associated with 
early interest in emergence from the waters of 
birth. 

A single man, he 
old-age pensioner 
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the emotionally charged ancient birth festival, 
of the most important person in his life. As 
to his father, the instrument of that loss, 
however innocently, his feelings must have 
been unbearably harrowing, and he died on 
the anniversary of the dreadful event. 
Fortunately modern science saved his son. 

Coincidence or determinism? Cancer rarely 
comes under my observation, but thousands 
of comparable histories of other diseases 
incline me towards determinism. 

Cancer is not the only major unsolved 
mystery among mankind, and the present 
occasion offers an opportunity to record a 
sequel to an account (the present author, 
1948b) of a patient with disseminated 
sclerosis, Miss T., who reacted morbidly to 
periods of time. 

She was a devout young woman with a 
narrow religious outlook who, after suffering 
from ‘almost constant headaches’ since child- 
hood, began in her early thirties to have 
regular organic illnesses. One Easter she 
developed a bad toe, which was amputated 
the following Easter. Next Easter, the ad- 
joining toe became affected, and the next 
Easter after that her womb was curetted, and 
a year later still her womb was removed. Soon 
afterwards symptoms of disseminated sclero- 
sis appeared. Several years later, whilst she 
lay paralysed, she had a severe attack of 
giddiness, at Easter. 

When I guessed that the hysterectomy must 
also have occurred at Easter I was wrong, but 
it was on Whit Sunday, a festival determined 
by Easter, and this year it was memorable 
because it occurred two days before the anni- 
versary of the birth of the youngest member 
of the family, an unloved sister, 44 years her 
junior. It happened that in this year of her 
castration Good Friday fell upon Lady Day, 
the festival of the Annunciation, when the 
Virgin conceived, and thus thoughts of 
birth and death became inextricably en- 

tangled. Contemplation of these circum- 
stances prompted me to write “Except in 
duration I cannot see much difference between 
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crucifixion and advanced disseminated sclero- 


sis’; and perhaps that is why on this occasion ~~ 


Miss T. shirked Easter and, with the painful 
anniversary guiltily rankling, unconsciously 
chose the Festival of the Holy Ghost as 4 
more propitious time for the sacrifice. 
However, nothing seemed to stay the ad- 
vance of the dreadful disease. She became 
completely paralysed, and for many years I 
heard no more of the malign influence of 
religious festivals. But with such a tragic 
history it was impossible for me to refrain 
from predicting—though not to the patient— 
long years before it happened, that she would 
die at Easter. On her seventy-fourth birthday, 
24 January 1954 (her father had died on 
18 January 1886), her sight suddenly failed; 
she could no longer read. She lingered on, 
utterly helpless, and thirty-three years after 


the beginning of the disseminated sclerosis, - 


she died on 13 April 1954. It was three days 
before Good Friday, the day Jesus died at the 
age of 33. Guilt is a dreadful bedfellow. 

Lent is a very ancient Christian festival, 50 
designed that forty week days, to be spent in 
fasting, shall elapse before the celebration of 
Easter, with all its soul-shaking associations. 


It is ushered in by Ash Wednesday, so called 


from the Catholic ceremony of strewing ashes 
on the head as a sign of penitence, a custom 
dating back officially to A.D. 1191, and is 
preceded by Shrove Tuesday, when sins are 
forgiven. In my original article on Miss B. I 
told how, whilst preoccupied with thoughts of 
birth, she had fallen downstairs the day 
before Shrove Tuesday, and how her father 
had committed suicide two days before Goo 
Friday. 

All through Miss T.’s illness she had bee? 
devotedly nursed by her unmarried sister, L^ 
eighteen months younger. Less obviously 
religious, but still earnest and reserved, would 
She, I sometimes wondered, ever fit into the 
pattern established by Miss T. The day before 
Shrove Tuesday, which in 1964 fell upo” 
11 February, she suddenly and without DIS" 
vious warning got a perforated gastric ulcer, 
and died two days later on Ash Wednesday: 


rd 


„1 


‘ 


? 
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Emotion, cancer and time 


“Ashes to ashes’, said the funeral service a 
few days later. 

Whether thoughts of birth were associated 
with this end is a secret that died with her. But 
since Miss T. had lost her womb two days 
before the birthday of their unloved younger 
sister, perhaps the old sinister influence was 
still at work. L. was buried virtually on the 
birthday of the same sister’s youngest child, 
also a daughter. 

Again, coincidence or determinism? Per- 
haps clever people accustomed to weigh im- 
ponderables will furnish a convincing answer. 
The material for investigation is vast, and to 
hand daily in every consulting room in the 
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land. Long experience has furnished me with 
an overwhelming number of instances, some 
apparently harmless, and others linking up 
ancient lore with modern life, invested with 
all the tragedy of a Greek play. 

A bias towards determinism has helped to 
explain the otherwise inexplicable, and en- 
couraged a fascinating bird’s-eye view of 
human reactions in health and disease that 
has been to me of great clinical value. 

If the notions are far-fetched, they share 
that with the Oedipus complex, and the 


vestigial cysts in the neck derived from the 
gill-slits of the embryo. 
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patients about their 


diagnosis and its implications 


By HELEN L. MARTIN* 


INTRODUCTION 


which are encountered by patients in hospitals 
~ have been extensively explored by Cartwri ght 
(1964) in her study, Human Relations and 
Hospital Care. The following study has a 
similar orientation, being concerned with the 
relationship between rehabilitation and the 
extent of medical information given to patients 
suffering with a first coronary occlusion, r 
# The particular physical and psychological 
needs of cardiac patients in rehabilitation are 
a direct consequence of the nature of ће 
illness and its impact for the unique activities 
of the individual. Although much has been 
written about the concept of rehabilitation it 
seems desirable that the dimensions of this 
complex process be described exactly, and that 
criteria of its attainment be explicitly stated. 
One of the assumptions of this study was 
that the process of rehabilitation is signifi- 
cantly affected by the extent to which the 
patient and his family are given an under- 
Standing of the illness and its implications, 
In the present study this understanding is 


"Nw" assumed to depend on the quality and content 


f 


of the initial medical information given to the 
patient and his family by his doctor. 
Bellak & Haselkorn (1956) suggested that a 
Specific educational programme could reduce 
- the disability which is created by attitudinal 
factors in cardiac disease. The authors indi- 


* The Institute of Child Health, London. | 

© f Some findings about other factors which 
affected the rehabilitation status of this group 
Of patients have been published (Martin 1967). Ob- 
Viously many factors affect the rehabilitation of 
Patients, not the least of these being the pre- 
Morbid Personality of the patient, as Reiser 
(1954) has noted. 


ve 


cated that this educational Programme should 
include: (i) a diagrammatic account of the 
physiological meaning of the illness and 
symptoms, (ii) a detailed account of the 
stages of the rehabilitation programme, 
Stainbrook (1959) has described the favour- 


The present Study is concerned to demon- 
Strate that a simple educative approach ma 
not, in itself, remove all the attitudinal 
barriers in rehabilitation, 9r, stated another 
Way, that the mere giving of information 
about the illness 
mendous anxiety created by this life-threaten- 
ing illness, 

SAMPLE 
Medical criteria 
All patients included in the Study hag 
coronary Occlusion, This 
was diagnosed by one Physician 
instances on the basis of: 


abnormalities. 5T 
changes, Q Waves, changing T Waves, 


ndings 


of Kennedy (1937) and Bab 7 
а. Оп this 


matte; 
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drop in blood pressure below 100 шш. aS 
held to be sufficient supporting evidence of 
the condition. 

(3) In those cases where (1) and (2) were 
ambiguous, the physician referred to the 
S.G.O.T. readings where these were available. 

Where there was any doubt that the patient 
had sustained a coronary occlusion, he was 
excluded from the sample. The r.c.G. records 
of all patients included in the analysis were 
later reviewed by a second physician, who 
confirmed the diagnosis. 

Tt was intended to select a simple group of 
patients who had suffered only from the 
effects of one illness and who had led a normal 
life prior to the onset of the acute symptoms. 
The sample thus excluded patients with 

active secondary medical or surgical condi- 
tions, and patients where the occlusion was 
secondary to some other condition. (It was 
expedient to include a small number of 
patients who had an associated hypertension, 
diabetes, and peptic ulcer condition.) The 
sample also excluded patients who were not 
functioning effectively in the community just 
prior to the onset of symptoms. The criteria 
used to exclude patients on this basis were a 
known history of alcoholism; obvious psy- 
chiatric disturbance; or unemployment at the 
time of the illness. 

The sample finally consisted of 116 male 
patients aged from 30 to 65 years (see Table 1) 
who were referred from various medical care 
facilities (see Table 7) and who came from 
various parts of the metropolitan area of 
Melbourne. 

The majority were Australian-born married 
men (see Tables 2, 3). Migrants with limited 

command of the English language had to be 
excluded. Many patients were unskilled and 
semi-skilled (see Table 6). A large number had 


* It has been established by Master, Dack & 
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left school early and had no further formal 


training* (see Table 5), but all were employed .. 


at the time of the illness. | | 

These patients were cared for in various 
places in the acute stage of the illness (see 
Table 4). | 

As Likoff et al. (1961) noted, it is difficult to 
differentiate validly the so-called ‘mild’ 
coronary occlusion from a severe episode; 
however, an attempt was made to do so in this 
study (see Table 8). Those patients who 


showed signs of prolonged shock and/or ~* 


cardiac arrhythmias were held to have sus- 
tained a ‘severe’ coronary occlusion; those 
patients who suffered chest pain in the absence 
of shock and/or cardiac arrhythmias were 
regarded as having suffered a ‘mild’ episode. 


METHOD 


„Тһе case-study method of research inter- 
viewing described by Wasser (1957) and used 
by Hammovich (1963) was used to collect 
data. The interviews were Open-ended and 
non-directive, topics being pursued as the 
patient or his wife raised them. There was no 


special order followed in collecting data about 
the various areas under study, 


є. 


те 


% 


An effort was made to keep the effects of the 4 


interviews and the role of the interviewer 
constant from patient to 


1 patient by following 
à specific procedure: 


(1) The author conducted, recorded and 
analysed all interviews, 


(2) Each interview was recorded on av" 


Standard record sheet at the conclusion of 
each interview. 

(3) The introductory contact with patients, 
families and doctors was standardized. 
A Standard reply was given in answers to 
queries, e.g. “Yes, many patients wonder 


Jaffe (1937), Chambers (1946) and Jacobs (1951) 
that coronary artery disease does occur in people 
from all occupations. No attempt was made to 
weight the occupational distribution of this 
sample, as there is conflicting evidence of the rel- 
atively higher incidence of this disease in particular 


ыш §roups. A positive relationship 

ееп occupations entailing a high degree of 
incidence of coronary artery 
y Gertler & White (1954) 
- But reverse findings are 
De, by Lee & Schneider (1958) and Master 


^" 
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about that—perhaps you could discuss it with 
your doctor.’ 

(4) The same set of factors were Syste- 
matically examined with each patient and his 
family. 

TIME OF INTERVIEWS 


(1) A series of interviews (2-7) were con- 
ducted with the patient within two weeks of 
the onset of symptoms. This was supple- 
mented by a single interview with the wife. 
Where the patient was single, widowed or 
Separated, interviews were sought with his 
closest friend or relative. 

(2) Three months after the onset of the 
Symptoms a joint interview with the patient 
and wife was held at the patient's home. This 
lasted 1-3 hours. 

(3) A similar review was held at 6 months. 

(4) The medical officer nominated by the 
Patient as the source of his information was 
interviewed in the acute stage of the illness in 
a standardized way. This was repeated in 
Some instances at the time of the patient's 
discharge from hospital. The interview was 
directed toward establishing the nature of the 
medical information given to the patient and 
family, and the way in which this was com- 
Communicated to them.* 


MEASURES OF REHABILITATION 


The various definitions of rehabilitation 
Sometimes appear to assume full habilitation 
OF the individual in the pre-morbid phase. 
Following the suggestion of Bellak & Hasel- 

Огп (1956) it was decided that a realistic 
Criteria of rehabilitation may be (i) the extent 
to Which the individual resumed his former 
Pattern of living and general level of social 
"Nctioning within the limits of medical direc- 


* As Cartwright (1964) noted, the patient is able 
Obtain information from a variety of sources, 
© medical officer whom the patient nominated 
а Source of information was interviewed in this 
Study to Cross-check the adequacy of the informa- 
nt Tt sie not assumed thet this doctor was the 
only Source of information for the patient and his 
family, 


to 
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tion, and (ii) the extent to which his previous 
level of emotional well-being was restored. 
The following criteria were used: 


(i) Work index. 
From the base-line 
by interviews in the 


(ii) Leisure activity index, 
social history established 
acute stage of the illness 
it was possible to describe the pre-morbid 
Work and leisure patterns for each patient, 
He was then rated as being, or not being, 
suitably work- and leisure-rehabilitated at 3 
and 6 months according to what extent he 
was able to resume or modify these activities 
following medical direction given him. 

(iii) Attitude rehabilitation. This was rated 
às being present or absent according to the 
extent the patient was able to accept and 
integrate the fact of the illness and adjust to 
the modifications, which were usually pre- 
scribed for at least three months after the 
onset of symptoms. Gross denial of the illness 
was rated negatively, as was Over-acceptance 
of the illness, noted in those patients and 
families where Over-restrictive attitudes and 
expectations prevailed. Gross anxiety, depres- 
sion and irritability were considered to reflect 
a failure in attitude rehabilitation, 


CRITERIA OF THE ADEQUACY OF INITIAL 
MEDICAL INFORMATION * 


It was observed in the Very early stages of 
this study that many patients and families 
sought information about: (i) the nature of 
the condition, (ii) the rationale for treatment, 
(iii) the prognosis, especially about the 
patients’ capacity to resume work. 

It was assumed that this is the relevant in- 
formation which patients and family need in 


* On the basis of the Study by Ley & Spelman 
(1965) about patient's recall for medica] informa- 
tion, one could expect to find a differentia] recall 
for various sorts of information. No 
made to note the percentage recall as such. The 


85 reported by the patient anq his family. i 
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order to come to terms with the impact of the 
Шпеѕѕ.ї On the basis of this observation it was 
decided to rate the adequacy of information 
given to the patient and family as follows: 

Rating (i). Where something of these three 
points was discussed with the patient and his 
wife, close relatives or friend. 

Rating (ii). Where something of these three 
points was discussed with the patient or his 
wife, close friend or relative. 

Rating (iii). Where there was no discussion 
of these points with anyone. 

A rating of (iii) was given where technical 
terms with no explanation were used, or 
where there was no discussion about the in- 
formation with the patient or his family, as 
this often prevented the patient from gaining 
a genuine understanding of the information. 


^ 


RESULTS 
Table 1. Age at onset (n = 116) 
30-39 8 
40-49 33 
50-59 52 
60-65 23 


Table 2. Ethnic group (n = 116) 


Australian born 


70 
British immigrant 18 
Other 28 


Table 3. Marital state (n — 116) 


Married, living with wife 


104 
Single or widower 9 
Separated 3 


Table 4. Type of care in the acute phase 
(n = 116) 


Teaching Hospital 74 
Non-teaching Hospital 15 
Private Hospital 8 
Home Care 19 


T This observation is comparable with Cart- 
wright’s (1964) observations on what 


patients 
want to know, 


Table 5. Education level (n — 116) 
Left school at or before 15 with 


Я 
no later formal education 
Apprenticeship completed 29 
In-service training 31 
Professional training 12 


Table 6. Occupational level at time of 
onset (n = 116) 


Professional 29 Ы 
Skilled 24 
Semi-skilled 23 
Unskilled 40 


Table 7. Source of referral (n = 116) 
Alfred Hospital 


40 № 
St Vincent’s Hospital 19 br 
Royal Melbourne Hospital 15 
Footscray Hospital 10 
Private, general and consultative 
practice 32 


Table 8. Severity of illness in acute phase 


(n — 116) 
Mild 66 
Severe 50 


Table 9. No, of contacts for assessments 


Time 
| | interviewing эу 
Туре of interview No. (hour) “y 
Patient 554 370 
Wife 127 127 
Job study 24 48 
3/12 Follow-up 123 193 
6/12 Follow-up 122 200 
Medical officer 152 114 


Table 10, Adequacy of initial medical 


information 
Adequate for patient and wife 42 | 
dequate for patient or wife 23 | 
Adequate for neither 


51 
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Table 11. Rehabilitation at 3/12+6/12 


At 3/12* At 6/127 

Work 

+ 66 82 

= 48 30 
Leisure 

+ 59 67 

- 55 45 
Attitude 

+ 52 53 

zs 62 59 


* Data available for 114 patients: 1 patient 
was accidentally omitted from the 3/12 review, 
1 patient refused follow-up interview at 3/12. 

Data available for 112 patients: 1 patient 
died in 4-6/12 period, 1 returned to U.S.A., 
2 patients refused follow-up interviews. 


Table 12. Adequacy of information x work 
rehabilitation at 3/12 


Work 
rehabilitation 
E m 
E + = 
Adequate for patient and wife 31 10 
Adequate for patient or wife 13 9 
Inadequate for both 22 29 


n = 114, D.F. = 2, y? = 9:86, 
0-01 > P > 0-001. 


Table 13, Adequacy of information x work 
rehabilitation at 6/12 


Work 
rehabilitation 
— 
d =; 
Adequate for patient and wife 34 5 
Equate for patient or wife 19 4 
Inadequate for both 2 21 


n= 112, рв. = 2, д = 10-78, 
0:01 > P > 0-001. 


Table 17. Adequacy of 
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Table 14. Adequacy of information x lesiure 
rehabilitation at 3/12 


Leisure 

rehabilitation 

—_——_, 
= — 
Adequate for patient and wife 27 14 
Adequate for patient or wife 17 5 
Inadequate for both 15 36 


a= 114, nx 52, Y = 19:19, 
Р = 0:001. 


Table 15. Adequacy of information x leisure 
rehabilitation 6/12 


Leisure 

rehabilitation 

~ 
+ — 
Adequate for patient and wife 29 10 
Adequate for patient or wife 17 6 
Inadequate for both 21 29 


n = 112, D.F. = 2, ү = 12-06, 
0-01 > P > 0:001. 


Table 16. Adequacy of information x attitude 


rehabilitation at 3 /12 


Attitude 
rehabilitation 
——,_ 
+ - 
Adequate for patient and wife 29 12 
Adequate for patient or wife 10 12 
Inadequate for both 13 38 


n = 114, D.F. = 2, д = 18-81 
Р = 0:001. 


information x attitude 
rehabilitation at 6/12 


Attitude 
rehabilitation 
m 
+ — 
Adequate for patient and wife 2 п 
Adequate for patient or wife 12 11 
Inadequate for both 13 37 


n= 112, D.F. = 2, № = 18-67, 
Р = 0-001, 
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The results indicate a 
between the fre 


: The author felt 
and his family in the about the d 
acute stage of the illnes 


relations betwi 


Left school 
at 15 with 
no later 
formal . . 
education Apprentice In-service Professional 
i 8 
Adequate for patient and wife 8 13 13 4 
Adequate for patient or wife 11 4 6 4 
Inadequate for both 25 12 12 


Unskilled 
Adequate for patient and wife 16 9 9 8 
Adequate for patient or wife 2 5 Я 9 
Inadequate for both Ii 10 7 23 
n= 116, p.p, = 6, x? 
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Table 18. Adequacy of information x education level 


n= 116, DF. = 6, ac 13:27, 0:05 > P > 0:02. 
Table 19, Adequacy of information x occupation 


Semi- 
Professional Skilled skilled 


= 17:88, 0-01 > P> 0-001. 


with informat; 
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at the present findings |. 
ә effects of educational and occupa- | 
} : * tional level ma b the unskilled 
mation given to the Worker’s pe ‘Wee & 


b Feeption of the social distance 
Y бее i 4 ; + 
59 ethnic group, mari | fune ын octor and himself. This ар P 
€ in the acute Stage of the illness 


Ss _ Nake some patients and their 
he acute Stage | dne аец about approaching their " 
is family were iven 0010г for discussion so that they were more і 

of the Пасс Passive abo acquiring an effective under- 
to the educational standing 9f the illness, This contrasted with 
the patient, See я observed attitudes of the skilled and pro- 
Шей patient у; nna Worker who tended to see discussion | 
patient. with With his doctor as a right, rather than aa, 
к Privilege to be е ght, 
his illness more 


between thi 
gs of Cartwright (1964) on the pes 
ееп socia] Ex Satisfaction 


ir inter | 
г 216 nature of their in | 
Personal relationship, There seemed to be 2. 
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process of mutual assessment by the patient 
“and his doctor which affected their exchanges 
at a verbal and non-verbal level. This process 
of assessment is thought to partly determine 
what questions were raised and answered in 
the discussion about the patient's illness. 
This observation is in keeping with the 
comments of Balint (1964) in his analysis of 
the meaning and effect of the doctor-patient 
J interaction. The qualities in this interaction 
| which appeared to foster effective communica- 
tion between the doctor and his patient were 
comparable with those described by Rogers 
(1961) in his account of the characteristics of 


ja helping relationship. 


DISCUSSION 


, The present study explored the common 
| psychological reactions of this group of 
people with this illness. The observations 
Which were made about the subjective state of 
the patient with a coronary occlusion were 
similar to the observations about such 
patients by Hammett (1963) and Orchard 
(1963). These observations allow some in- 
-ferences to be made about methods of psycho- 
therapeutic management of these patients. 
The inferences drawn from the present study 
about methods of management are com- 
patible with those of Goldner & Kyle (1960) 
and Goble er al. (1963). To what extent these 
reactions and suggestions for management are 
y unique to patients with coronary occlusions is 
a debatable issue, especially in view of the 
| comments of Graham (1960) on the psycho- 
| therapeutic needs of the disabled in general. 
It seemed to the present author that the 
effect of giving adequate information to the 
, Patient and his family was to modify some 
pos of their reactions to the illness which 
,Impeded work, leisure and attitude rehabilita- 
tion. It is necessary to note the common 
Psychological reactions in order to demon- 
om some of the ways in which adequate 
"formation facilitated rehabilitation. 
Glen pee was the most widespread reaction, 
ollowed by depression which persisted 
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for varying times. Anxiety appeared to stem 
from the uncertainty and normlessness of the 
patients existence in the early stages of 
the illness. It was fostered by the inability of 
doctors to confront and answer patients? 
questions about the meaning and implications 
of their illness. Many patients felt the illness 
would alter their preferred and established 
way of living; they saw the illness as a threat 
to their selected pattern of living and ex- 
pressed their anxiety as specific fears about 
dying, and reduced physical capacity with 
loss of status at work and at home. These 
fears were often reinforced by the restrictive 
nursing and medical treatment in the early 
stages of illness, and by the lack of reassurance 
in the acute stages of the illness about 
survival. 

There were a variety of secondary reactions 
to this pervasive anxiety. An early response to 
this was seen in the attempt of many patients 
to assign responsibility for the illness to some 
event, representing a frantic, and often 
hostile, search for a ‘cause’ of the illness, It 
seemed that patients who reacted in this way 
looked for a way to control or contain the 
disease; if they could locate a cause, they felt 
they could exclude or control this activity in 
the future and thus prevent a recurrence of the 
illness. 

In the face of this anxiety many patients 
became very dependent on those who 
directed their care and treatment. The initial 
treatment programme removed their inde- 
pendence of action and decision, which was 
left in the hands of the nursing and medical 
staff. This sometimes led patients to develop 
unrealistic expectations of these controlling 
figures, wanting immediate and total support 
and cure. This dependence placed patients in 
a vulnerable position where their remaining 
equilibrium was easily threatened, and often 
led to hostile relationships with their doctor 
and nurses. Their hostility was often given 
direct expression seen in their easily provoked 
irritability and demanding attitudes toward 
Im whom they felt so dependent, The 

ostility was sometimes directed against their 
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own bodies which they felt had let them down. 
Again, some patients tended to ascribe their 
own hostile feelings to others; they then felt 
themselves to be the object of special attack 
or victimization. 

In an attempt to deny their anxiety some 
patients tried to minimize the fact of re- 
current symptoms OT the severity of the 
initial symptoms. Other patients manifest 
counterphobic behaviour, seen in a ritualistic 
way of living. This seemed to represent a 
bargaining for control of the symptoms— If I 
do thus and thus г. .then no further symptoms 
will occur) It may be that this sort of res- 
ponse underlies the patient’s urgent need for 
rigid definition by the doctors about the 
correct way and extent of exerting themselves 

during convalescence and later. 

A less common reaction to the illlness was 
seen in the wish of some patients to remain 
confused about their understanding of their 
illness, despite repeated attempts by the 
medical staff to foster understanding of the 
illness. It seemed that by remaining confused 
these patients could to some extent disregard 
the illness and its implications, and partially 
extrude it from their awareness. This reaction 
was more common than attempts of frank 


denial of the illness, although this was also 
noted. 


Other patients sought to identify with 
others whom they knew had suffered a 
coronary occlusion. This helped to reduce the 
ambiguity they experienced in the early stages 
of the illness. By following the pattern of con- 
valescence and recovery of their coronary 
colleagues they were able to structure some 
expectations of their own future. This was 
sometimes helpful especially where their 
colleague had progressed to full rehabilita- 
tion; of course the converse applies where the 
person with whom they identified became an 
invalid. 

It was noted that where this anxiety was not 
resolved many patients became very depressed 
with loss of self-esteem and a feeling of re- 
pugnance for a future which they felt was 
forced on them by their illness. The effect of 
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this depression was to delay and often prevent 
rehabilitation. The depressed patient felt soe 
shattered by his life-threatening illness that 
he was quite unable to attempt to resume his 
former way of living, especially where he felt 
it had contributed to his illness, and where he 
felt the illness had removed him from the | 
normal, healthy population in general. 

One of the effects of discussing the nature 
and implications of the illness with the 
patient and his wife is to minimize anxiety 


and to prevent the development of severe ^» 


depression. It seems that discussion of this u^ 
sort helps the patient and wife to set up some 
norms for their future, either in relation to the 
population in general, or to the population of 
coronary occlusion patients. In this way the 
patient is helped to relate his self-expectations 
to some standards. This reduces the ambiguity, 
and uncertainty of his existence and mini- 
mizes the anxiety which he must primarily 
feel in this life-threatening illness. 

It seemed to the present author that 
ce p who denied or excessively rationa- 
ize Sys anxiety, or who were subject to 
ces ed depression, or who isolated their n 
Pu = them onto others, pro- ' - 
iion. e rt y toward full rehabilita- —^ 
Woo ea у, a degree of dependence, 

nterphobia and rationalization by the 
patient seemed to help hi 4 
а р him accept and 

er € fact and effects of the illness. 


3 i E 
не the situation.’ Thus the expres” 
followed y pes of the affect implies and ^ 
to the ае to the affect itself, 20d 
case, a life-thr Provoking situation—in 

> eatening illness. 


S " 
ome of the problems of the cardiac 


Patient arise when the habitual responses 

_ aroused by various affects become inappro- 

Priate to the situation, especially where the 
changes occasioned by the illness are marked 
y and prolonged. The changes entailed in re- 
habilitation may require that the patient 
establish new sets of relationships. The 
Capacity to meet these demands is linked to 
the patient's ability to empathize and 
identify with others, both of which enter into 
€ |. effective communication. These functions are 
1 intimately related to his ability to experience 

and channel different feelings. 

This factor has some bearing on the 
potential of the patient for enagaging in the 
Process of rehabilitation, especially where 
extensive changes in attitudes are involved. 
This may be of some importance where there 
is evidence of immature ego function in the 
Past history of the patient. | 

^t In a sense, the extent to which a person can 
^ respond in feeling about the illness affects the 
Subsequent motivational forces which impel 
action appropriate to his situation. It may be 
Seen, then, that the feelings of the person 
* Mediate his behaviour and to a certain 
"extent describe his' capacity for making 
^ behavioural changes needed in some re- 
T abilitation measures. Мете 
It seems important in setting rehabilitation 
| Boals that some assessment be made of 

(1) the capacity of the patient to react to the 

Situation, and the type of feelings aroused, 
^W) the defence patterns aroused by this 

“reaction, and (3) the extent to which he can 
Tecognize his feelings and counter feelings, 
and his ability to channel these in a way 
|, Which will facilitate rehabilitation. 
e hus it is assumed that rehabilitation has to 
"egard both the objective facts of the illness 
On the feelings aroused by it. ee 
Rte Ye to be present and recognized if- 
Mitient is to be engaged in rehabilitation. 

55 is illustrated in the absence of progress 

2705 rehabilitation in patients who reflect 
энше front of denial about the ge s 
Гер Suppress or refuse to recogni 

"85 about the illness. Where there are no 


A 


Me m 
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recognized and accepted feelings about the 
illness, the patient lacks the Tesources to make 
the necessary adjustment entailed 
habilitation. 

Many of the secondary Psychological reac- 
tions noted in the Present group of patients 
appeared to have a defensive function which 
enabled the patient to ward off, for a varying 
time, the recognition and acceptance of the 
illness. The pervasive anxiety may be seen to 
have a signal function which alerted the 
patient to his situation. This anxiety provided 
in some cases the motivation needed for suc- 
cessful rehabilitation. Denial of the illness 
may be seen to have the function of main- 
taining a ‘hopeful’ front; the affect of ‘hope’, 
be it realistic or not, has an integrating, 
tension-reducing effect which helps maintain 
the integrity of the individual. 

It may be seen that any description of what 
people feel is governed by their Capacity to 
respond to the situation. It will also be ap- 
parent that the above account of the psycho- 
logical reactions of people with coronary 
occlusion is limited by lack of data about the 
capacity of each patient to experience the 
range of affects variously observed. This does 
not eliminate the need to regard the feelings 
experienced by patients, to consider their 
function in relation to rehabilitation goals, 
and to explore ways of modifying those 
feelings which impede the process of re- 
habilitation. 


in re- 
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Treatment of the couple by a couple 


II. Conceptual framework, case presentation and 
follow-up study * 


By GEORGES R. REDING,T LOIS A. CHARLES} AND 
MICHAEL B. HOFFMANS 


I. INTRODUCTION 


The simultaneous psychiatric treatment of 
à married couple by two therapists was 
founded on the premise that a relationship 
has unique qualities which make it consist 
PSychologically of more than the sum of the 
included personalities (Ackerman, 1959). 
This premise led to the expectation that 
therapeutic efficacy would be enhanced if 
the therapeutic resources inherent in both 
Patients and therapists are tapped and 
combined. 

The original model of four-way treatment 
Of marital couples (Reding & Ennis, 1964) 
Viewed it as a combination of two individual 
treatments. Our experience in the treatment of 
fifteen couples since the publication of the 
Previous paper (Reding & Ennis, 1964) has 
led us to emphasize both in treatment and in 
theory: (1) the relationship between the 
patient couple and the therapist couple, rather 
than the individual relationships of the four 
Participants; and (2) the impact of the patient 
Couple’s communications upon the relation- 
Ship between the two therapists. 

This paper outlines a conceptual frame- 
Work that we consider applicable to four-way 
‘Teatment, not only of marital couples but of 
Sther types of couples with close relation- 
» Such as mother-son. 


* See By. J. med. Psychol. (1964), 37, 325. | 
Assistant Professor of Psychiatry, University 
icago, 
Psychiatric Social Worker, Department of 
SYchiatry, University of Chicago. 
$ Medical Student, University of Chicago. 
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П. TECHNIQUE 
A. Empirical formulations 


As experience with the four-way technique 
has accumulated we have made several 
alterations in our original technique: 

(1) Since we no longer view the four-way 
treatment as a combination of two individual 
treatments, we no longer hold individual ses- 
sions preceding the four-way sessions. 

(2) During the four-way sessions, we now 
pay specific attention to the current thoughts 
and affective reactions of the therapists to- 
wards each other. Variations in these thoughts 
and affects appear to be reliable indicators of 
the impact of the patient couple on the 
therapist couple. 

(3) We now make extensive use of trans- 
ference and counter-transference interpreta- 
tions from couple to couple during the four- 
way sessions. The therapeutic use of counter- 
transference in four-way treatment is analo- 
gous to its use in psychoanalytic treatment 
which views counter-transference as “ап in- 
strument of research into the patient’s un- 
conscious’ (Heimann, 1950). 

The therapist-couple’s counter-transference 
is also a valuable instrument of research into 
the patient-couple’s unconscious, The thera- 
pists use their thoughts and feelings toward 
each other to identify, in their Projected f. orm, 
the internal objects (Dicks, 1963, 1964) 
shared by the patient couple. 

(4) We have found that the conventional 
rituals which formalize the roles o 
serve to separate us too sharpl 
patients. This separation would 


f therapists 
y from our 
be inconsis- 


Med. Psych, 40 


244 


tent with our present use of the relationship 
between therapists. Toa considerable extent, 
we 

pee pM consequent threat to the internal 
security and role identity of all four partici- 
pu B. Theoretical formulations 

In the four-way treatment of couples, 
marital partners tend to alternate 1n the role 
of spokesman for the couple. We consider 
each partner’s symptoms to be the expression 
of the couple’s conflicts as well as of the 
individual’s conflicts. All communications 
from one partner are therefore regarded as 
communications from the couple. 

This approach represents an application of 
Dick’s concepts of complementarity and of 
unconscious collusion between marital part- 
ners (Dicks, 1964). ' Complementarity charac- 
terizes one aspect of relatively non-con- 


flictual marital relations: each spouse confirms 
the partner’s real 


personality. Since each 
partner is what the other partner is not, they 
complement each other. Collusion prevails 
between partners at the unconscious level 
when there is congruence between one part- 
ner's internal objects and the other partner's 
real personality as deployed in the marital 
relationship. Each partner then persecutes in 
the other partner those traits, weaknesses or 
faults which are rejected by the self.” 

In four-way treatment, the concept of collu- 
sion provides a framework for the under- 
standing of the patient-couple’s resistances as 
joint resistances and for the understanding of 
the therapist-couple’s counter-resistances as 
joint counter-resistances. 

‘Marital problems arise when the interac- 
tion does not permit the working through of 
relations with bad internal objects through 
the marital relationship’ (Dicks, 1964). Con- 
sequently, a sound marital relationship will 
include the freedom to regress, since regres- 
nn is the prerequisite for the working- 
Uie. of such relations. “Tt means that with 
Ж ner there is an open pathway that сап 

ared backwards and forward 

Та rwards between 

past, between the ego and the 
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earlier stages of emotional development’ 
(Dicks, 1964). 

We apply these concepts in our treatment of 
the couple by the couple. We select couples 
who appear to have made incomplete use of 
their capacity to shift from a parent-child 
‘paranoid’ relationship to a primarily inter- 
dependent one. We do not attempt to help the 
partners work through the genetic background 
of their mutual ‘paranoia’. The goal of our 
therapy is limited to opening up channels of 
communication between the partners, per- 
mitting them to make more use of their pre- 


existing capacity to shift form one level of 
maturity to another. 


1. THERAPEUTIC PROCESS 


Our main goal is to help the patients 
become therapists for each other. We do not 
try to induce, within the four-way treatment 
situation, maturational growth of each 


patient. 

Step 1. From the start of the four-way 
treatment, the collusion phenomenon en- 
courages the patient couple to project on the 
therapist couple its bad internal objects- 
These objects are partially introjected by the 
therapist couple: the therapists, unknowingly 
at first, behave towards each other as though 
they had become the patient couple, taking 
s the conflicts of the patient couple as 
З ш process has been described by 
ae mie (1965): “Tt was as if we had 
wae 6 family problems and embodied 
= m as a partial element in the compositio® 
ents relationship, thus creating stress ЇЇ i 

ich required resolution? The therapist 
couple s behaviour, which ‘mirrors’ 
patient-couple's behaviour, increases be 


atient" 
patients awareness of their own beha 


: yiout 
with each other, 


лир > By acting ош (е patient-couple $ 
onflict and reaching a solution to this СОЁ 
flict between themselves, in the presence 9 
the patients, the therapists offer tO p 
patient couple a model of how a couple A 
swiftly shift from a parent-child par? ae 
relationship to a more mature nterdepenó ^" 


&; 


P 


E 


relationship by making full use of all channels 
of communication. The therapist-couple’s 
Tegression (through the introjection of the 
7 patient-couple’s bad internal objects) has 
become the occasion for a demonstration of 
а couple's capacity to open upa pathway from 
Tégressive to mature behaviour. : | 
__ Step 3. Soon one or both therapists notice 
the contrast between the way they presently 
feel towards each other and their usual feelings 
bout each other. They discuss this observa- 
on in front of the patients and interpret it in 
terms of the projections of the patient- 
Ouple’s conflicts. Р | 

Step 4, The patient couple is thus given an 
Opportunity to mould itself on the model of 
the therapist couple, or, in other words, to 
introject this model, thereby replacing their 
bad internal object with a good one. (Steps 
1-4 can be viewed as a by-pass: the patient 
Couple, who could not directly shift from 
Collusion to complementarity, achieve this 
Tesult by the detour of the projection of their 
Shared internal objects onto the therapist 
Couple.) . 

Our technical approach draws heavily 
> from both the psychoanalytical model (trans- 
ference and counter-transference analysis) 
and from psychodrama (interpretations are 
acted out before they are verbalized). The 
Combination of these approaches limits the 
intensity of the transference neurosis which 
the patient couple can develop with the 
€tapist couple: the therapist couple reacts 
“arly, actively and openly. This limitation of 
..€ intensity of the transference neurosis 
Seems consistent with the treatment goal, 
hich is to open up channels of communication 
bs between the partners rather than to foster a 

1 Maturation of their respective personalities. At 

© end of the four-way treatment, the patients 
Ave not gained insight so much as a different 
(less Paranoid) way of behaving and com- 
cating with each other. 


Uni 
IV. CASE PRESENTATION 


IS Noa 55-year-old white, Protestant, 
“tied female was hospitalized on the 
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medical service for evaluation of difficulty in 
breathing and swallowing and complaints of 
a blockage in her throat. During the course of 
her hospitalization Psychiatrie consultation 
was requested because (1) her physicians were 
uncertain about the aetiology of her Symptoms 
and (2) she was showing many of the vegeta- 
tive signs of depression. 

It quickly became evident that Mrs N. was 
indeed depressed and that her depression was 
the result of chronic marital problems, pro- 
bably exacerbated at this point by the growing 
independence of her 9-year-old adopted 
daughter. When psychiatric help was offered 
the patient accepted it with alacrity. Her hus- 
band was then interviewed by the social 
worker and he, too, was immediately respon- 
sive to the idea of help for their marriage, 

We decided to treat this couple by four-way 
therapy because breakdown of communica- 
tion was their main conflict, and each partner 
demonstrated a good deal of potential for 
growth. - 

Background histor ry 

Mr and Mrs N. have been married for 
fifteen years. Mrs N. had been previously 
married and divorced. Mr N., Who is six years 
younger than his wife, is self-employed as an 
accountant. Immediately following their mar- 
riage in 1950, Mr N. was drafted and sent 
overseas forthe next ten months. In 1951 
Mrs N. had a total hysterectomy, Following 
Mr N.’s discharge from the Navy, he had a 

position which kept him away from home all 

week. Thus, for the next five years he was 
home only on weekends. 

To compensate for his absence, Mr N. re- 
luctantly agreed to the acceptance of a re. 


tarded foster-child in 1953, This boy lived 
with the N.’s i 


between husband and wife. Mrs N, was quite 
attached to and protective of this boy who, 
in addition to being retarded, manifested 
many severe emotional problems, 
resented him, and finally insisted on the boy's 
return to the institution when he was dis- 
covered dressing up in girl’s clothing, 
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In the meantime, the N.’s had adopted a and becomes warm and girlish. The co-¢* | 
girl in 1957. At the onset of the treatment, therapists feel that their closeness has been re- 
Mrs N. complained that her husband and established. Both couples sense that treatment 
daughter shared an intimacy from which she has begun. 
was excluded. She had lost interest in her out- 
side activities, suffered from insomnia and 

s of appetite, and felt extremely threatened . 3 $ J 
i dur А as mother. Мг N., on the other The main focus is the wey: the N. = apa pè 
hand, felt abandoned by his wife and readily prevent the co-therapists fi rom getting close С 
admitted that he had turned to his daughter one another. When this distance between thy 
for the affection his wife did not give him. co-therapists is interpreted to the N. s as 
function of their need to maintain distar $ 
between themselves (‘We can’t get бовец, . 
so we won't permit you to do so’), they beg 
to accuse each other of withholding sexui | 
Dr R. had had no previous contact with this E'atification. It turns out that Mr N. has bee i 
couple. Miss C. had interviewed Mr N. during impotent for years. This is first hinted at by,» 
the consultation process. Mr and Mrs N. Mrs N. in vague terms. Counter-transference y 
spend the first part of the initial session ex- factors impel Miss C. to meet Mr N.’s wish to 
plaining to Dr R. why they need treatment. be protected from the humiliation of this 
Each concentrates exclusively on the un- exposure, and so she fails to understand th 
pleasant traits of the other, both claiming that content of Mrs №. communication [step з]. 
convenience is the only reason they stay to- Dr R. then steps in to assume the therapeutic’! 
gether. However, throughout this interchange role for both of them. He interprets to Miss C. à 
neither partner aligns himself with either of the reason for her sudden retreat, thus forcing 


the therapists. The therapists are left feeling her to deal with the conflict which was inter- 
very distant from the couple and from each fering with her perception. This open inter- f. 
other [step 1]. When the co-therapists actively 20001 between the co-therapists provides the 
begin to challenge the N.’s assertion that they Ns with a model of how the members of a ^ 
stay together only for convenience, Mrs N, C9"ple can be therapeutic bo p other 
— я her need for her [step 2]. The session terminates with the focus 
usban saying: ‘He gives i on 's 4 wr 
ship? у saying gives me companion- Mr № impotence’. Much attention is |. 


Second session 


Treatment process 
First session 


" 


| given to wha: 
Sensing that Mrs N. has now given the 


and mysteriou i іо, 
therapists permission to express closeness which а a e er oe ee wad y 
"rw ribs Д i E PParently followed Mr N.’s retur 
- describes her feeling of distance from from the Navy. 

DrR. during the session. He, in turn, responds | 
by telling Miss C. that he feels he cannot show 
m MEI А ае for fear of being criticized Until clo 

= : d il ma encourages sion, Mrs xp e end of the previous S 
zn ix ж к ЗЕ ility to be openly ће patholog * been carrying the burden О 
fear that h T husband because of her associate he or the couple and had come t? 
ear that her mother will disapprove [step 2]. She bes Particular seat with this role. 
Dr R. then draws an analogy between his fear se 


dra: husband p this Session by manipulating hey 
of aei disapproval and her fear of her preted b es taking her seat. This is 111877 ) 
ш er es ‘sapproval. Until now, Mrs N. had up sx. e Co-therapists as her wish to PIC: 

een quite proper and prudish, but at this We left off at the end of the 18 


: : meeting, wi - 
point she drops her grandmotherly’ facade bility for pes MEN given all the respons! 
тр 


roblems. Mrs N. responds P^. 


Р 
á 


Third session 


this interpretation somewhat unexpectedly 
by remarking that she changed seats so that 
— she could see Miss C.’s face more clearly 
because she was ‘so attractive’. Miss C. 
! defensively interprets this compliment as an 
»^xpression of Mrs N.’s anger toward her, 
hich serves to inhibit any further communi- 


"The subject of Mr N.’s impotence is again 
| J'vived. Dr R. and Mrs N. attempt to struc- 
» fre it in terms of Mr N.’s intrapersonal 
»blems, exploringall the reasons for Mr N.’s 
ixiety about sex. Miss C. openly disagrees 
ith Dr R. [step 2] insisting that MrN.'s im- 
~ Dotence be viewed as symptomatic of an inter- 
| personal conflict. Dr R. finally agrees that it 
takes both partners to create impotence and 
is that Mrs N. carries as much responsibility as 
V Mr N. Until now, the co-therapists have been 
unctioning unilaterally in this session, splitting 
hemselves in the same fashion as the N.’s. Now 
_ they get togetherand interpret the use this couple 
/ has made of sex: Mrand Mrs N. set each other 
up as rejecting figures, thus excluding any 
intimacy and defending themselves against the 
, Tisk of exposure [step 1]. Mrs N. can afford to 
be seductive and to complain about the 
absence of sexual relations in front of the 
therapists because she is protected by the 
promise of her husband’s rejection, forcing 
him to express the anxiety for both of them 
[step 1]. 

Following the interpretation of their 
mutual rejection, they become warmer toward 
each other. Dr R. then begins to tease Miss C. 
Antil she becomes angry and tells him so. This 
interaction between the co-therapists, in 
Tetrospect, can be understood as a compro- 
‚ Mise between their sexual attraction toward 
Sàch other and the prohibition against acting 
Upon it. When the N.’s moved closer to each 
» Other, they gave the therapists permission to 
© the same, Dr R. and Miss C. suddenly 
yw themselves experiencing the same 

tec o toward each other as the N.'s. This 
Served > frightened them, and the teasing 
them to reinstate some distance between 

» Mrs N. was delighted to see this inter- 
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change and said, ‘1 love to see the two of them 
go at it." 


Fourth session 


There appears to be no consistent theme in 
this session. Mr and Mrs N. bicker for most 
of the hour, leaving the co-therapists feeling 
alienated from them and from each other. 
The co-therapists feel uneasy in the face of 
their confusion and of their failure to account 
for it. The only thing which is clear to them 
is that the N.’s use constant bickering as their 
way of getting close to one another. It is only 
in the last few minutes of the session that the 
co-therapists realize that part of the reason 
they can't get together is because they are not 
used to covering their intimacy in the guise of 
constant disagreements [step 3]. The М still 
will not permit the open expression of closeness 

Dr R. points out a second major reason for 
the present stalemate: Mr and Mrs N, relate 
to each other on a parent-child basis and 
defend themselves against any real equalit 
between them. The co-therapists, who деш 
with each other on a more equal level, find it 
difficult to relate to each other when they are 
under pressure by the patients to make exclu- 
sive use of the model of their parent-child 
relationship. Following this session, Miss C 
takes a week's vacation. | 


Fifth session 


Mrs N. begins by commenting on Miss C.'s 
tan and chastising Dr R. for not noticin it 
saying, * Men never notice these things’ D: R. 
asks Mrs N. if she likes Miss C. better th 
him and she replies in a very strong aftma. 
give. She is surprised at her own honest She 
then goes on to tell Miss C. that she “om " 
attractive physically than Dr R. This le: ds 
Mr N. to describe what he perceives а 1 i 
wife's thinly veiled scorn of men liza. 
tion of women. Mrs N. soon bec 
lest the co-therapists think that she has ‘ 
normal feelings’. Miss C. interprets M : e. 
equation of closeness with sexualit erui 
consequent fear that becoming нега s : s 
а woman means being homosexua] е6 


and idealiza- 
omes anxious 


A8 


Я int, Miss C. feels somewhat 
At Mee m turns to Dr R. for support. 
ee mments that Mrs Ns homosexual fears 
pa peras prevent him from openly expres- 
Lr his affection for Miss C.: he is afraid of 
ems Ns jealousy [step 3). Mrs N. responds 
to this by asking the co-therapists to ‘tell us 
what our problems are and how we should 
deal with them?’ The co-therapists interpret 
Mrs №5 question as a plea not to confront 
her so directly. Both the N.’s and the therapists 
leave this session feeling quite anxious. The 
co-therapists wonder whether their interpreta- 
tions have been premature and whether the 
patients will come back. 


Sixth session 


Contrary to the expectations of the co- 
therapists, the N.’s begin the sixth session by 
describing how well they are getting along 
together and how much they have gained from 
the sessions. Mrs N., with a curious twinkle 
in her eye, affirms her husband’s changes and 
he responds in kind. This session is charac- 
terized by a marked degree of comfort among 
all four that had not existed previously. 
Although pleased, the co-therapists are some- 
what puzzled by this turn of events and share 
their feelings with the patients, including their 
fear that the N.’s might not return after the 
last session. Mr and Mrs N. are surprised. 
Dr R. then wonders whether the N.’s need 
them any longer, but Miss C. immediately 
interferes and accuses him of jumping the gun. 
Mr and Mrs N. support her by explaining 

that they have learned how to argue rationally 
in the presence of the therapists but are not 
yet able to do this on their own. They then 
proceed to argue and Miss C. becomes very 
angry at Mrs N. and Dr R. at Mr N. This is 
the first time Mr and Mrs N. have openly 
permitted the therapists to take sides separa- 
tely for each one of them [step 4]. Since the 
therapists were experiencing the anger for 
them, the N.’s were free to argue quite con- 
structively. Toward the end of the session, 
Dr R. mentions that the sexual conflict still 
exists. Mrs N. smiles and says, ‘Mmm, not so 
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much.’ Miss C. tells Dr R. that she could tell 
from Mrs N.’s twinkle earlier in the ко 
that things had improved. She points out 
him that he had repressed his perception © 
MrstN.’s message [step 2]. 


Seventh session b 
t 


feeling somewhat at a 1 
to account for their improvement. га ' 
therapists find themselves preaching to the ^ 
patients so they switch to exploring the pos- ` 
sibility of termination. At that point, Mr and 
Mrs N. begin arguing and Mrs N. puts heraf 
husband in an impossible bind in which hes 
will displease her whatever he does. The 

argue about the choice of a car to take on a , 
forthcoming trip. Mrs N. claims that Mr №.# 
has his heart set on the sports car but that she # 
Will be unable to drive so many miles in such 
à small and uncomfortable car. She wants to 
take the family car. Mr N. readily agrees. 
Mrs N. replies that they cannot take the 
family car, as she knows her husband has his 
heart set on the sports car.This interchange 
continues until the therapists throw up their 
hands in despair. At the end of this session 


both therapists have taken sides with Mr N. 
against his wife. 


# 


Eighth session 


Mrs N. again comments on Dr R.'s silenc 
which she claims makes her uncomfortable 
She imagines that he is thinking ‘bad things’ 
about her. Dr R. interprets Mrs N.'s paranoia < 
and her need to be the centre of attention aS 
expressions of her low self-esteem. Neverthe” 
less, the bulk of the session is structured in 
terms of three against Mrs N. Finally, Dr 19 
interprets Mrs N.’s need to keep people at ? 
distance because she can’t tolerate thei! 
seeing anything but perfection in her. Sh? 
responds with considerable affect, and Miss © 


turns the attention to Mr N. She tells him that 
y he is even more remote than his wife, at least 
Mrs N. exposes herself enough to be criticized. 
He responds by suddenly exposing his own 
Sense of inadequacy but quickly becomes 
threatened and, with his wife's help, protects 
himself again. The attention reverts to Mrs N. 


Ninth session 


This session is spent helping the N.'s reach 

7V Some decisions which are long overdue.MrsN. 

-— f has decided to go back to her art work which 

* Used to be very gratifying. Mr N. promises 

that if she will do this, he will agree to hiring 

a cleaning lady for her. They are also able to 

Settle for the first time ona mutually agreeable 

& Plan to take a trip. Miss C.'s identification 

МЕ Mr N. and Dr R.'s with Mrs N. is very 

быа clear today. Termination is discussed and 
they agree to meet in two weeks. 


Tenth (and last) session 


The N.’s spend the first part of this last 
Nession rejoicing in each other's changes. 
T №. says he has ‘a new wife’ and Mrs N. 
Claims that even her throat is better. When the 
Scision to terminate is reached, Mr N. brings 
У Up Mrs N.’s inability to pray to God because 
of her Built over abandonment of the foster- 
child, Dr R, tells Mrs N. that she has at- 
wibuted to God her own inability to forgive. 
ina C. senses that Dr R. is treating Mrs N. 
Y p dividually and is excluding her and Mr N. 
Pom their intimacy. She expresses her 
plusy by criticizing Dr R.’s intervention. 
i». Tetaliates by attacking her for intruding 
dra P'OPriately, She becomes angry and Deis 
+ fege ^ Into silence. Mrs N. says she suddenly 
» the first warmth toward God that she has 
n a long time. The therapists’ anger 
Td each other quickly subsides after they 
eir anxiety over the termination of the 
ment [step 5j. 


8 V. FOLLOW-UP INTERVIEWS 
du, Patate telephone interviews were con- 
“ by one of us (M.B.H.) with Mr and 
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Mrs N. four months after the termination of 
the treatment. A Summary of these interviews 
follows. (The therapists had no knowledge of 
the results of the follow -up interviews at the 
time of the writing of the case presentation; 

neither was the interviewer given information 

by the therapists concerning the treatment of 

this couple.) 


Question 1: What were the 
the treatment ? 


Mrs N. Mrs N. said that the effects of the 
treatment were ‘all on the good side’. She 
understands herself better, has greater self. 
control, and sees now why she and her 
husband could get into ‘such tremendous 
arguments’. They still disagree but are now 
able to ‘talk things out’ rather than argue 
fruitlessly about them. Mr N. seems to be 
more considerate and tries harder to under- 
stand her. According to Mrs N. the treatment 
helped her regain her interest in outside 
activities. She no longer feels that she is an 
‘old maid’ or a ‘grandmother’, Although she 
has not overcome her irritations, she is con- 
tinually improving. Household duties are less 
burdensome than previously. She is more 
lenient with herself and enjoys life more 
fully. 

The N.’s had a sexual 
their marriage which has “worked out quite a 
lot in treatment’. Mrs N. discovered in the 
course of the treatment that her husband 
thought she had been unfaithful to him while 
he was overseas. She claimed 


effects, if any, of 


problem throughout 


totally unaware 
which she holds responsible for his Sexual 
withdrawal. Their Sexual difficulties have im- 


“understanding, Consideration, and affection’ 
have helped Mrs 


between them, 


Since the termination of the tr 


eatment, 
Mrs N. has become 


increasingly dissatisfieq 
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with the constant bickering which went on 
between her and her daughter. Recognizing 
the destructive nature of these arguments has 
permitted her to be more understanding 
towards her child. 

Mr N. The treatment helped Mr N. to 
“understand himself and others better’. He 
and his wife have become more tolerant and 
they can now disagree without losing their 
respect for each other. Due to their increased 
understanding of themselves and of one 
another the arguments are less frequent and 
less serious. The N.’s also show more concern 
for their daughter, and avoid arguing in her 
presence. 

Before treatment, sex was a problem, 
Mr N.’s lack of affection for his wife made 
Sexual intercourse impossible. This 


difficulty 
has been resolved ‘to a certain exte 


nt’. 

Question 2: Describe what took Place in the 
treatment. Which were the factors in the 
treatment which affected you most? 

Mrs. N. Mrs N. learned a great deal by 
watching Dr R. and Miss C. handle their own 
disagreements: she would be Struck by their 
exaggerations. It was as if Dr R. and Miss ©; 
‘re-enacted’ Mr and Mrs Ns conflicts. The 


two therapists Occasionally irritated each 
other but they would not 


postpone the open 
expression of their irritation. 


These observations taught Mrs N. how she 
and her husband get into arguments, She also 
learned to be more considerate: ‘there are two 
sides to a disagreement, I shouldn’t always 
have my own way. It is a two-way street, a 
give and take. Before, I thought mostly of 
myself. My father died when I was four and 
the women had their own way in my home, 
No man ever told me what to do until I was 
married. I was like my mother, 

Although each one of the therapists 
identified with one of the Patients, the 
alliances would shift from sessi 


Оп to session. 
*The therapists showed no favouritism, 

Mr N. Mr N. said he understood what 
Miss C. and Dr R. were trying to do: 


*role 
playing’, They would get husband and 


wife 
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to ‘talk about their problems and expose their 
feelings in a new light’. This provided ‘a i 
look at yourself". By arguing out the nup i 
problems between themselves, Dr R. an 
Miss C. provided the N.s with an арр 
tunity to stand offand observe. The presence 
two therapists allowed for a demonstration о 
a “give and take" between two people. а 
Мг N. thought that Dr R. and Miss С. 
never had disagreements of their own. They 
got along very well together. He thought that 


x 


"n 


- сй 


e 
the arguments which occurred between them 


Were purely a function of the patient's 
problems. 

Miss C. at first identified with Mr N. while 
Dr R. allied himself with Mrs N. In the 
middle of the treatment, their 


pattern was 
reversed. Р 


УІ. RELATIONSHIP BETWEEN THE 
THERAPISTS 

Four-way treatment requires the two 
therapists: 

(1) To allow themselves to regress and to 
mould themselves on the model of the patient- 
couple, thereby acting out the latter’s con- 
cts. 


n (1966), 
-couple to introject 
which the therapist. 


(3) To allow the patient 
the communication model 
couple has demonstrated. 


These requirements will be met by the 
therapist-couple: 

(1) If the therapists have developed so 
much trust and intimacy between them that a 
temporary regression of their level of relating 
to each other is soon recognized by one at 

А threa 
both of them Without creating a serious 
to their relations 


hip. id 
(2) If they form a relatively поп-рагапо! 
Couple (i 


er 
*- Non-paranoid towards each ie 
and .Don-paranoid as а couple inet a 
Outside world). This condition as аи 


‘ 
a 
D 
te 
tè 
at) 
= 
n 


A 


(3 
{ 


a 


aditu: 


E 
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MIT 
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relatively low leve] of unconscious collusion 
anda relatively high level of complementarity. 
In addition, they must provide each other 
With what the patient couple takes from them, 
making it easier for them to tolerate the 
Pathology of the patient couple. 

(3) If the therapists form a mature couple, 
they will overcome their joint envy of the 
patient couple, and will not hinder the 
latter's introjection of a good parental 
Couple. 

The therapists’ support of each other Serves 
to actualize their maximum therapeutic 
Potential. Upon termination of the treatment 
of the couple presented above, one of us 
experienced a certain amount of anxiety 
associated with the following fantasy: the 


" Patient Couple was going to carry away our 


800d breast’, і.е, the patients were not only 
Boing to copy our model but actually take it 
away from us, The other therapist quickly 
ictified the situation by a direct counter- 
transference interpretation. This example 
“MOnstrates the importance of comple- 
агу (as opposed to collusion) between 
М S therapists. the above-mentioned fantasy 
m have become a full-fledged, highly 
ep ve Counter-resistance to the successful 
chap eton of the treatment, if it had not been 
enged by the other therapist. | 
is an : complementarity of the two Hes: 
Object. dication of their sharing good interna 
Coup 5. This condition allows the therapist- 
Shared to perceive the good internal objects 
the se, У the patients and to recruit them for 
"Vice of the treatment. 


VII. THERAPEUTIC EFFECT 
this mate, 15 couples have been treated by 
Tang, “Шой, The number of four-way sessions 
Couple aom 2 to 19 with an average of 10 per 
Follo, а median of 5-5, 
“UP telephone interviews have been 
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conducted by one of us (M.B.H.) 3-30 
months after termination. The interviewer 
collected, by means of a standard question- 
naire, each partner’s impressions of the treat- 
ment and of its effects. A similar question- 
naire was answered independently by the 
therapists. 

Of the 15 couples treated, 9 couples were 
reached by telephone, and one couple 
answered a written questionnaire. Of the 10 
responding couples, 8 couples reported un- 
mistakable signs of improvement: channels 
of communication between the partners had 
been opened up and were currently being used, 
One couple had divorced since the end of the 
treatment. Both partners of this couple 
reported that the four-way treatment had 
helped them implement, with the minimum 
amount of suffering to everyone concerned, 
a decision which they now both recognize was 
inevitable. 


IX. SUMMARY 


Increased efficacy and speed is achieved in the 
treatment of marital couples by the use of two 
therapists working in joint sessions. Each thera- 
pist provides the other one with support and 
supervision. A conceptual framework for the 
treatment of the couple by a couple is expounded, 
The applicability of this framework is demon- 
strated by a case presentation and a follow-up 
report. The various aspects of the relationship 
between co-therapists are discussed, A report of 
the therapeutic effect of this method of treatment 
on fifteen couples is presented, 
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By PHILLIDA SALMON,* JUDITH 


The investigation was designed to assess 
Whether thought-disordered schizophrenics 
are inferior to schizophrenics without thought 
disorder in acquiring new concepts. Thought 
disorder was defined according to two dif- 
ferent criteria: (1) in terms of psychiatric 
diagnosis, (2) in terms of performance on the 
Repertory Grid test. Eleven thought-dis- 
ordered Schizophrenics and thirteen non- 
thought-disordered schizophrenics were com- 
Pared on scores in the Word-in-Context test. 
Measures derived from the Repertory Grid 
lechnique were also analysed in relation to 
Word-in-Context Scores. 

Results showed no significant difference 

tween the two groups on average Word-in- 
Context Score; but thought-disordered schizo- 
Phrenics as defined by the Repertory Grid 
test were Significantly inferior in relative suc- 
Cess in acquiring ‘psychological’ as against 
“Non-psychological ' concepts. Differential de- 
Brees of correlation were observed for the two 
Stoups between verbal intelligence and 

ord-in-Context score, 


INTRODUCTION 


Bannister (1960, 1962) has shown that 

ught-disordered schizophrenics differ from 

rehizophrenics without thought disorder in 

‘ving weakened conceptual relationships. 

annister’s original work, and in a 

1 Plication study of this (Bannister & 

"aUSella. 1966), it has proved possible to 

rentiate significantly between id 
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measure of conceptualization in 


without thought disorder 
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Phrenics classified by Psychiatrists as being 
thought disorder, on the 
Strength of relationship 
the 


measures verba] 
formation is the Word-in-Context, 


254 


In assessing the influence of schizophrenic 
thought disorder on conceptualization, the 
Word-in-Context test appeared to offer a good 
index of skill in the acquisition of new con- 
cepts. The present investigation was intended 
to determine whether, using this technique, 
thought-disordered schizophrenics were de- 
monstrably poorer in verbal concept forma- 
tion than schizophrenics who did not show 
thought disorder. It was decided to define 
thought disorder in terms of two inde- 
pendent criteria: first, psychiatric diagnosis, 
and secondly, the criteria derived from Ban- 
nister's form of the Repertory Grid technique 
(Bannister, 1965). It was also hoped to investi- 
gate the relationship between concept forma- 
tion, as measured by the Word-in-Context 
test, and strength and consistency of existing 
conceptual relationships, as assessed by the 
Repertory Grid. 

The design of the study was aimed there- 
fore at testing the following three predictions: 

(1) Thought-disordered schizophrenics as 
defined by psychiatric diagnosis should do 
significantly worse on the Word-in-Context 
test than non-thought-disordered schizo- 
phrenics. 

(2) Thought-disordered Schizophrenics as 
defined by Bannister's Repertory Grid cri- 
terion should do significantly worse on the 
test than non-thought-disordered Schizo- 
phrenics. 

(3) Success on the test should be positively 
correlated to a significant extent with (a) high 


intensity, (b) high consistency on the Reper- 
tory Grid. 


SUBJECTS 
The subjects were twent 
chiatric patients, 
schizophrenics, Of 
by the psychiatric consultant responsible for 
them to manifest signs of thought disorder as 
defined by Mayer-Gross, Slater & Roth 
(1954). The remaining thirteen Were judged 
by the responsible Psychiatric consultant not 
to show signs of thought disorder. When the 
Repertory Grid criterion Was used, group 


y-four adult psy- 
all firmly diagnosed as 
these, eleven were judged 
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membership was changed for three individuals 
and the number in both groups was twelve. у 
There were no significant age or sex differences 
between the two groups, as defined by either 
criterion. Verbal 1.9. range (Mill Hill Voca- 
bulary Scale) was 87-126, with no signifi- 
cant difference between the two groups. as 
defined by either criterion. 


TESTS 


The two tests used will be described here 
only briefly, since full details of the Repertory 
Grid technique are available in Bannister 
(1962) and the Word-in-Context test in 
Cook et al. (1963). 


(1) Repertory Grid Technique 


In the form of the technique used here, the 
subject's task consisted of rank ordering a set 


X; 
of eight photographs on six constructs (Kind, 


Stupid, Selfish, Sincere, Mean, Honest) with 
an immediate retest, From each subject's 
resulting two grids the following two measures 
were derived: 


(a) Intensity of relationship score, This score 
gives a measure of the overall strength of 
relationships betw, constructs and hence, 


een 
by inference, the Strength of structure within 
a. 


that conceptual are. 

(b) Consistenc 
Score gives the de 
being consistent 


>à 


A, B, or C 
With the Word, B doubt, and C ignorance. Io 
the second 


Ed 


Measure of conceptualization in schizophrenics 


of three typed contexts for some of the words 
he has marked C. In accordance with standard 
f test administration, each subject started with 
the word *Ginnel’; subsequent words were 
selected randomly. He is asked to read the 
first and most difficult context and to write 
down the meaning of the word, in so far as he 
Сап interpret it from its context. He then does 
the same for each of the next two contexts, 
Which give an increasing number of clues as 
ё to the Meaning of the problem word. Finally, 


.* heis allowed to re-read all three passages and 


asked to give a final verdict on the meaning 
of the word, 

The Subject’s final verdict is scored on an 
cight-point scale, according to norms pro- 
Vided by Heim & Watts. The scale ranges from 

. 72, for a wholly mistaken interpretation, to 
+5 for an interpretation which is correct and 
complete. Scoring was done by the three 
authors independently and in each case two 
Of these did not know whether the record was 
that оға thought-disordered or non thought- 
disordered Subject. Application of this 
Scoring System, which depends upon the 
Matching up of each subject’s Tesponses with 
У the Sample responses provided in the norms, 
« Was Decessarily an empirical and subjective 

Procedure, However, the product-moment 

Correlations between the independent scoring 

Ol sixty responses, for the three raters, were: 

raters 4 and B, r = 4-0:90; raters A and C, 

idis +0:88; raters B and C,r = +085, | 

ne These Correlations were regarded as indi- 
cating Satisfactory inter-rater reliability. In 
Omparing Subjects, the average of the three 

Taters? Scores for each final verdict was used. 
, T Опе case а subject without thought 

= disorder refused to give a final verdict for 
three Out of the six words because he said he 

aS unable to do this, and it was decided to 

t ark him —2 on these words, on the rationale 
t no answer could be regarded as equiva- 


lent to failure, 


had been hoped to obtain at least six final 
КЫША from all subjects, but one (a Cam- 
bs 5° graduate) was already familiar with all 
"t three Of the words in the list, and four 
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were so slow in doing the test that it was not 


RESULTS (FIRST ANALYSIS) 


Non-parametric techniques have been used 
throughout because of the skewed nature of 
the score distributions. 

(1) Word-in-Context Score for thought- 
disordered schizophrenics and non-thought- 
disordered schizophrenics: it Was predicted 
that non-thought-disordered schizophrenics 
would score significantly better than thought- 
disordered schizophrenics, 

(2) Word-in-Context score as related to 
Strength and Consistency of Conceptual 
Structure: it was predicted that Word-in- 
Context score would be positively and sig. 
nificantly correlated with Intensity and Con- 


(3) Word-in-Context Score as related to 
Verbal 1.Q.: following the findings of Cook e; 
al. (1963) of different relationships between 
Word-in-Context Score and Verbal LQ. for 
different populations, the two Stoups were 
treated separately in this analysis, 


ASSESSMENT OF RESULTS 
Table 1 shows that although the difference 
in Word-in-Context Score between the two 


groups is in the predicted direction, with 
schizophrenics without thought disorder 


Context test 
schizophrenics, 
extent for thought-disordereq Schiz 


for non-thought-disordered 
Significant 
Ophrenics. 
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ere ivi on-thought- 

i i relati ely poorer than n is 

The discrimination between the two groups is id Д i : А à 

s eerie ia Repertory Grid criterion is disordered о: F in acquir БР dis 1 

: iatri i i epts relatıin; о psychologica 
lag 1S. verbal conc р g y 

used rather than psychiatric d agnosis. t t h C 


i й n score, with 
Table 1. Medians and ranges for the two groups, on Word-in-Context mean 
: Mann-Whitney U test of differences 


(a) Psychiatric Classification 


Thought-disordered schizophrenics: N = 11, median = 


+0:50, range = —1:91— +2:84 
Non-thought-disordered schizophrenics: N = 


13, median = +1-34, range = —1:53- +411 
U = 58:5, N.s. (one tail) 


(b) Repertory Grid classification 
Thought-disordered schizophrenics: N = 


12, median = —0. 
Non-thought-disordered schizophrenics: 


N = 12, median = 
U = 47, м, (one tail) 


54, range = —1-91— 4-3-00 
+1-00, range = —1:53— +411 


| 
Table 2. Spearman Rho correlations, for both groups together, between Word-in-Context iz | 
mean score, and Intensity and Consistency of Relationship scores | 


Intensity of Relationship score: Ņ = 24, rho = 4-0:315, N.s. 
Consistency of Relationship score: ү = 24, rho = +0:118, ns. 


Word-in-Context mean score and 
Word-in-Context mean score and 


Table 3. Spearman Rho correlations for the two 


8roups, between Word-in-Context 
mean score and Verbal 1.0. (Mill Hill) 


(@) Psychiatric Classification 
Thought-disordered schizophrenics: N 


= 11, rho = +0-321 N.s. (one tail) 
Non-thought-disordered schizophrenic: 


s: N = 13, rho = +0:683 P < 0-01 (one tail) 
(b) Repertory Grid classification 


nics: N = 12, rho = +0:173 N.s. 
phrenics: N = 12, rho = 03881, P < 0-01 


Thought-disordered Schizophre; 
Non-thought-disordered schizo 


FURTHER ANALYSIS or RESULTS attributes, as о 


1 Pposed to concepts relating to 
А objects, 
Rationale 

While this investiga 


tion was in progress an 
independent research 


words of a pg chologi 
project (Bannister & i py ical or no 


logical ch t M pae * 

character, eac 5 | 

Salmon, 1966) yielded results Suggesting typed on a card, Wes x icai roh m 
that thought disorder may represent weak. to the top-scoring interpretati in the test ] 
ened relationships between Concepts govern. norms. The task was с words tO „у. 
Ig what may be called ‘Psychological? One of the following two саев: s: (1) words ‹ 
attributes, but with almost intact relationships referring to the world a mem i Might : 
cordingly, it was decided to investigate € physica] World of ti d space. This È 
whether thought-disordered schizophrenics ask was given 1 текс clinical е 


Measure of conceptualization 


Students at Guy’s Hospital, all British, aged 
rbetween 18 and 30, . 
It was decided to accept as firmly classified 


| Only words on which there was at least 80% 
agreement among the sample. This criterion 
meant excluding 8 out of the 30 words, as 
having insufficient interjudge agreement as to 
Which Category they belonged to. The re- 


maining 22 words were accepted as belonging 


g 


А 
M 


in schizophrenics 


Table 4 shows the medians 


and ranges for 
the two BTOUDS, as classified 


Psychiatrically 


Table 4 Medians and ranges, for the two Soups, on PIN ratio Word-in-Context Score, 


with U test of differences 


(a) Psychiatric classification 


Thought-disordered schizophrenics: N= 10%, median P/N score = 
9n-thought-disordereg schizophrenics: N = 13, median P/N Score 


0-99, range — 0-65 —2.14 
= 1-31, range = 0:38— 3.74 


О = 52 N.s. (one tail) 


> 


. " ТД 
Thought-disordered schizophrenics: N = 11, Popma is Si 
9n-thought-disordereg schizophrenics: N = 12, median , = 


(6) Repertory Grid Classification 


Score = 0:92, Tange = 0:38— 2.14 
1-21, Tange = 0-62— 3.74 


U = 33, p < 0-025 (one tail), 


* Excluding one subject—see text, 


* Tables Spearman Rho correlations, for both groups together, between Word-in-Context 


4 
? Words mean score 
tail) 


i i ip score: N 
Words mean score and Consistency of Relationship sco: 


tail) 


p oe ‘Psychological’ (P) or ‘non-psycho- 
“Bical? (y categories, , 
thej, COmpare the two groups, in terms E: 
Si Telative success in acquiring P or : 
Fo, Pts, the following procedure was LIÉ 
m Subject, his average score pes Es 
Ps Separately for P and N words, an ' 
ae “Бе Was then divided жы la 
lo dte a P/N ratio, (This entailed e he 

га, “ofthe eight-point scale from -2 to as 

r E. ° avoid division by a negative quan m 

"ore 2010.) This ratio was then used as the 

on PaSuring relative success in acquiring 

ch ud than y concepts. Unfortunately, the 

“sion Of eight words from the list meant 


and Intensity of Relationship score: № 


P words mean score, and Intensity and Consistency of Relationship Scores 
" 


= 23, rho = 0:400, р < 0:05 (one 


= 23,гһо = t 0:433, p < 0-05 (one 


and in terms of the 
on the P/N ratio 
difference, 


Repertory Grid Criterion, 
Score, with U test of the 
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are rather larger than those shown in Table 2, 
entailing the mean score on both types of 
words together. 


DISCUSSION 

Taking all these results together, it appears 
that the Word-in-Context test may have more 
relevance to schizophrenic thought disorder 
if it is subdivided into two different kinds of 
verbal concepts rather than being regarded as 
a list of equivalent items. Although non- 
thought-disordered schizophrenics do slightly 
better than thought-disordered schizophrenics 
on the total scale, this difference is not 
statistically significant, nor is success on the 
test related to any significant extent to the 
measures of strength and stability of con- 
ceptual structure derived from the Repertory 
Grid technique. On the other hand, if relative 
skill in acquiring psychological as against 
non-psychological concepts is measured by 
means of the P/N word-score ratio, then 
thought-disordered schizophrenics tend to 
show an increased inferiority to schizophrenics 
without thought disorder. This difference is 
insignificant where thought disorder is defined 
by psychiatric classification, but it reaches 
significance if the standard criterion derived 

from the Repertory Grid technique is used. 
These findings suggest that schizophrenic 
thought disorder probably does not entail a 
generalized breakdown of conceptual struc- 
ture across all cognitive areas. The fact that 
schizophrenics with thought disorder seem to 
be relatively impaired in acquiring ‘psycho- 
logical’ as against ‘non-psychological’ con- 
cepts, implies that it is specifically within the 
area of concepts relating to psychological 
processes and attributes that their conceptual 
breakdown has occurred. This is also sug- 
gested by the finding that measures of strength 
and consistency of conceptual structure 
derived from the Repertory Grid technique— 
itself relating to entirely psychological at- 
tributes—correlate more strongly with success 
in acquiring psychological concepts in the 
Word-in-Context test (as shown in Table 5) 
than with overall success in this test (as shown, 
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in Table 2). That the relationships are still not 


igh i he very large area 
high is perhaps due to 1 arge i 
did in this study as psychological con- . 


cepts, in which the constructs € m d 
Repertory Grid (e.g. Kind, Stupid) е 1 lar 
be very close to the kinds of concepts 1n ES 
in the Word-in-Context test (e.g. Acco E › 
Jeremiad). There is, however, an pon = 
explanation possible for these results. ua 
in terms of the relative abstraction © 


words in the P and N groups. As төрт 5 
the P group, the N group define y 


students sample does consist of relatively 
concrete words, ‘Accretion’ being Pero 
an exception. It is possible therefore that : a 
reason for the relative inferiority of though” 
disordered schizophrenics on the P words : 
simply the result of their being less well able 


i e 
to acquire abstract concepts than concrete, 


ones. Further work is planned, involving two 
groups of ‘psychological’ and *non-psycho- 
logical' words, matched for degree of ab- 
straction, and until this has been done, the 
abstract-concrete dimension cannot be ruled 
out as an explanation for the results obtained 
here. 


The differential degree of association,shown 


in Table 3, between Word-in-Context skill and > 


verbal intelligence for the thought-disordered 
and non-thought-disordered schizophrenics, 
also has some interesting implications. It can 
be argued that success in the Mill Hill 
Vocabulary Scale depends mainly on the 


subject's past ability to acquire verbal con-- 
cepts. With schizophrenics without thought" 


disorder, whose conceptual network appears 
to be intact, one would expect a high degree 
of relationship between past success in con- 


ceptual acquisition (Verbal 1.Q.), and present. 


success in learning new concepts (Word-in- 
Context score). With schizophrenics who 
have thought disorder, on the other hand, if 


one assumes that some sort of conceptual net " 


work was built up before the breakdow? 
process began, one would not necessarily 
expect any relationship between original 


Conceptualization skill and current success 19 
the same kind of task. 


% 


Measure of conceptualization in schizophrenics 


The Word-in-Context emerges in this in- 

ү vestigation as a useful research technique 
with this type of clinical group. The potential 
time it can take to administer makes it in- 
Convenient in a few cases but this disadvantage 

is probably outweighed by the fact that it is 
Tegarded far more favourably than most 
Psychological tests by patients in this category. 


F 
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The results obtained from it, in this study, 
are suggestive of interesting relationships be- 
tween cognitive impairment and schizophrenic 
thought disorder. However, in view of the 
small number of cases studied, the interpreta- 
tions offered here must remain speculative 
until further work is done in this area. 
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Components and correlates of Psychiatric questionnaires 


Observations on the Cornell Medical Index, Eysenck Personality Inventory 
and Tavistock Self-Assessment Inventory in phobic patients 


By ISAAC M. MARKS* 


Numerous questionnaires are in use to 
assess psychiatric patients. Many of these 
Overlap considerably in their content, and 
it is not always clear how their content relates 
to clinical variables. Most questionnaires are 
used by summing the scores on all or half the 
questions to form a total score—examples of 
these are the Maudsley and Eysenck Per- 
Sonality Inventories (Eysenck, 1958; Eysenck, 
Hendrickson and Eysenck, 1968); the Taylor 
Manifest Anxiety Scale (Taylor, 1953), the 
Cornell Medical Index (Ingram, Evans and 
Oppenheim, 1965) and the Willoughby 
Personality Schedule (Willoughby, 1934). A 
few such as the MMPI (Hathaway & Meerl, 
1951) and Cattell’s Personality Questionnaire 
(Cattell, Saunders & Stice, 1957) make a finer 
Subdivision into several categories which are 
intended to reflect different aspects of per- 
Sonality. In those questionnaires where it is 
now Customary to use total scores it is of some 
importance to know whether greater clinical 
Value would result from breakdown _of 
Tesponses into more meaningful subcategories. 

his Paper summarizes the main features 

of three questionnaires answered by phobic 
Patients before and after treatment. Results 
°ге a by-product of controlled trials of treat- 
ment during which the questionnaires were 
Blven or iginally in the hope that questionnaire 
Scores Would indicate clinical progress. This 
Оре proved ill-founded, but detailed analyses 
howeg that certain clusters of questions cor- 
lated highly with outcome of treatment and 
With the kind of phobia the patient complained 
е is exploratory study is reported because 
eds some light on the classification of 


Long. stitute of Psychiatry, Maudsley Hospital, 
"оп, $.E.5, 


It g 


phobic disorders and on their response to 
treatment. Results will also show that the use- 
fulness of psychiatric questionnaires is en. 
hanced when they are analysed in terms of 
components rather than.in terms of total 
Scores. 

This study may have relevance to Psy- 
chiatric patients without phobias because it 
agrees with finds of other workers, but this 
problem will require further Work in patients 
with different kinds of neurotic disorder, 


MATERIAL AND METHODS 
The patients 


Seventy-two phobic patients were studied. 
In all patients phobias were the main com- 
plaint; some patients also had other pro- 
minent symptoms such as general anxiety, 
depression, Obsessions, depersonalization and 
sexual disturbances. These patients com- 
prised: 

(a) Forty-two agoraphobics, i.e. patients 
who were afraid to 80 out into the street, 
shops, crowds, buses, trains, aeroplanes, 
lifts, tunnels or bridges, or to remain alone at 
home; the fears occurred in varying com- 
binations. 

(b) Fifteen | socia] phobies, і.е, patients 
afraid of eating, drinking, or writing in public, 
or that they might blush or shake in the 
presence of other people. 

(c) Fifteen animal or insect Phobics, ie 
patients who were afraid of cats, dogs, birds, 
moths, spiders and other animals. 

Patients were aged 18-45; all the animal 
phobics, three-quarters of the agoraphobics 
and half the social phobics were women. 
Twenty of the agoraphobics and two of the 
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animal phobics were in-patients, the rest were 
all treated as out-patients. All patients were 
included in therapeutic trials described else- 
where (Gelder & Marks, 1966; Gelder, 
Marks & Wolff, 1967; Marks & Gelder, 1965), 
thirty-four of these received desensitization, 
most of the rest received either group or 
individual psychotherapy, and a few were 
seen for support; treatment duration ranged 
from six to eighteen months. 
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variables, including the five questionnaire 


total scores, one matrix for the start and one - 


for the end of treatment. Each matrix was 
subjected to principal components analysis 
with oblique rotation to simple structure 
(Hendrickson & White, 1964). Correlations 
and principal components analyses were о 
performed separately for the Cornell ап 
Tavistock individual questions at the start and 
end of treatment. Since here were many more 


Table 1. Complaints factor—1st order 


(Principal components analysis, oblique rotation, based on twenty-six variables; п = 62.) 


1. Tavistock social anxiety section (total Score) 


2. Neuroticism—E.P.I. (total scores) 
3. Cornell—sections G, I, J and L-R 
4. Tavistock phobic section (total sco 
5. Sexual maladjustment 


The questionnaires 

Nearly all patients completed three ques- 
tionnaires both at the start and at the end of 
treatment—The Cornell Medical Index (CMI) 
parts of the Tavistock Self-assessment In- 
ventory (Sandler, 1954) and Eysenck Per- 
sonality Inventory (EPI)—from these five 
total scores were obtained: (1) Cornell score 
(the total on 80 questions from sections 9; 5, 
J, and L-R of the Cornell Medical Index; 
(2) Tavistock phobic and (3) Tavistock social 
anxiety scores (the totals on 20 and 31 ques- 
tions respectively from the phobic and social 
anxiety sections of the Tavistock Self-Assess- 
ment Inventory (Dixon, de Monchaux & 
Sandler, 1957a, b); (4) Neuroticism (N) and 
(5) Extraversion (E) scores from the 108 
questions of the Eysenck Personality In- 


ventory. 
y Methods of analysis 


Two correlations matrices (product- 


mo- 
ment) were prepared of twenty- 


six patient 


Factor loadings ( x 100) when 
forms completed at: 
0—4 


Start of End of 
treatment treatment 
79 99 
79 Ta 
(total scores) 7A 86 
res) 55 66 
66 45 


EPI questions than 
principal com: 
formed, but 
tained for the 
item analysis 
naires to fin 


there were patients, a 


first, those patients 
and those who were 


Results 
A. Total scores 


We will first 


ү consider the analyses of 
twenty-six patien 


t variables which included 
the five questionnaire total scores. Other 
variables included Scores for main phobia 
other Phobias, anxiety, depression, obses 


Ж 


D 
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Sions, depersonalization, work, leisure and 
sexual adjustment, family and other social 
relationships, age at treatment, sex, age at 
onset of phobias, duration of symptoms, type 
of phobia and result of treatment. 

The salient feature which emerged was a 
clear complaints factor (Ist order) with 
identical structure both at the start and the 
end of treatment (Table 1). The items which 
made it up were four questionnaire total 
Scores (Tavistock phobic and social anxiety 
Scores, N score of the EPI and the Cornell 
Score) plus sexual maladjustment. All the 
total scores correlated highly significantly 
With one another (mean r = 0-58). This stable 
factor Suggests that patients who scored highly 
9n one of the four questionnaires also tended 
to score highly on the other three and that 
Such patients also tended to be sexually mal- 
Adjusted. Since items on these four question- 
Naires concerned overlapping neurotic com- 
Plaints, the high scores showed that patients 
had Many neurotic complaints. High scores 
Were unlikely to have resulted simply from 
response set, since the complaints factor did 
Not include the E score of the EPI, and in any 
Case the EPI questions were arranged to 
avoid response set. 

OF the four total scores, only the Cornell 
“related significantly (0-32, P < 0-02) with 
'™Provement after treatment, ie. a high 

Ornell score before treatment was associated 
With a poor Outcome. High Cornell, N and 

&vistock phobic scores correlated signifi- 
“antly with the diagnosis of agoraphobia 
(0:34, 9:32, 0-49 respectively, P < 0-01), and 

18h Cornell, N and Tavistock social scores 
“Orrelated Significantly with sexual maladjust- 
Ment (0-31, 0-37, 0-43 respectively, P < 0-02). 
P Score had no significant relationship 

‘er to improvement or to type of phobia, 

t Correlated negatively with sexual mal- 

JUstment (—0:37, P < 0-01) and with the 

абок Social scores (— 0:29, Р < 0-02). 
tot Was thus established that four of the a 
haat Scores tended to fluctuate together an 

Similar external correlates. The next 
Westion is whether particular parts of these 


questionnaires 


overlap and whether any components were 
better predictors of Prognosis and type of 


examined. Only rotated factors (components) 
Present both at the start and the end of treat- 


loadings above 0-30 on à given factor will be 
discussed. 


Four stable components were isolated from 
the eighty Cornell questions (Table 2): 

(1) Depression—a Ist-order factor Which 
contained four questions about persistent 
depressive feelings. Each question had a 
significant negative correlation with improve- 
ment, but did not discriminate wel] between 
the various types of phobias, 

(2) Exhaustion—which is shown as a 2nd- 
and 3rd-order factor, but was also Present as 
а Ist-order factor. This contained five 
questions about exhaustion and one about 
anxiety (‘hot and cold spells’). The questions 
correlated significantly with the diagnosis 
'agoraphobia', but only correlated slightly 
with improvement, 

(3) Paranoid irritability —which is shown 
as a 2nd- and 3rd-order factor, but was also 
present as а 1st-order factor. This contained 


questions there was little difference between 
the frequency of ‘yes? responses given by 


(4) Social anxiet /y—a lst- 
factor which contained eight q i 


Table 2. Stab 
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le components from the eighty Cornell quest 


(Principal components analysis, oblique rotation.) 


Factor loading (x 100) Correlations 


when form completed at: 
се 


ions 


(x 100) with: 
dr S 


Improvement Diagnosis 


Start of End of after of — 
treatment treatment treatment agoraphobia 
1. Depression (1st-order factor) 
1. Do you usually feel unhappy and depressed? 91 74 —49**** 26* 
2. Are you always miserable and blue? 53 56 -3T1*** = 
3. Do you often wish you were dead and 
away from it all? 49 59 -32*** = 
4. Does life look entirely hopeless? 32 52 —25* = 
2. Exhaustion (2nd- and 3rd-order loadings shown; also present as Ist-order factor) 
1, Do you suffer from severe nervous exhaustion? 92 44 —26* д» 
2. Do you often get spells of complete 70 40 = P idu 
exhaustion or fatigue? 
3. Do you have hot or cold spells? 63 44 —26* 39*** 
4. Does working tire you out completely? 51 15 38*** 
5. Does every little thing get on your 48 42 —26* = 
nerves and wear you out? 
6. Does every little effort wear you out? 46 85 = 28* 
3. Paranoid irritability (2nd- and 3rd-order loadings shown; also present as 151-огдег factor) 
1. Do people often annoy and irritate you? 70 69 ER Ms 
2. Do little annoyances get on your nerves 61 53 = 
and make you angry? 
3. Does it make you angry to haye anyone 61 55 me E 
tell you what to do? 
4. Do people usually misunderstand you? 45 wal = 
5. Are you considered a touchy person? 40 52 -— 
6. Do you always do things on sudden impulse? 40 48 E = 
7. Do you have to be on your guard even 35 59 sex 
with friends? 
4. Social anxiety (Ist- and 2nd-order factor) 
1. Do you often shake or tremble? 88 46 -— 
2. Do you sweat or tremble a lot during 82 45 —29** 
examinations or questioning? 
3. Do you get nervous and shaky when 68 
approached by a supervisor? i as "9" ae 
4. Do you tremble or feel weak whenever 55 49 
someone shouts at you? ry = 
5. Does your work fall to pieces when the 54 37 
boss or a superior is watching you? E - 
6. Must you do things very slowly in 46 58 
order to do them without mistakes? pes 
7. Does your thinking get completely mixed 43 61 
up when you have to do things quickly? im z 
8. Are you extremely shy or sensitive? 16 agen 36*** 
n=72 n= 62 = 62 n= 62 
**** р 0.001; *** P001; ** Р 0:02; * P005. 


T Only significant correlations at start of treatment are reported (n = 72) 


Ya 
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about social fears. Most of these had no sig- 
nificant correlates with improvement or with 
type of phobia. | 

Only two stable components were found in 
the fifty-one Tavistock questions (Table 3). 
These were: 

(1) Social timidity—a lst-order factor of 
seven questions which expressed social awk- 
wardness of a kind similar to that in the fourth 
Cornell factor. It resembled closely the factor 
of social timidity described in a mixed 
Psychiatric out-patient population by Dixon 
et al. (1957a). This suggests that it is a stable 
factor of some generality. It has but minor 
correlates with improvement or with type of 
phobia; rather surprisingly, patients diagnosed 
as agoraphobic answered ` yes’ to these 


Questions as frequently as those diagnosed as 


EN 


‘social anxieties’. Three other factors were 
found concerning social anxiety; they were not 
dissimilar to this one, but cut across the other 
factors described by Dixon ег al. and will not 
be discussed any further. 

(2) Agoraphobia—a 2nd-order factor pre 
Sent also as a stable Ist-order factor. This 
Contained seven questions which correlated 
Very significantly with the diagnosis of agora- 
Phobia (P < 0-001), and significantly nega- 
tively with improvement (Р < 0:01). The 
diagnosis of agoraphobia itself was an 1m) 
Portant item in this factor, but correlated 
Negatively less significantly (P < 0-05) with 
improvement than did the individual ques- 
Чоп$ in this factor. 

he seven questions in this factor were the 
only ones which discriminated sharply be- 
Ween patients with agoraphobia and patients 
With social anxieties; the majority of the 
Jer but a minority of the latter answered 
Yes’ to these questions. This discrimination 
Occurred both at the start and the end of 
Teatment, 


Q Item analysis 
Vestions predicting improvement | 
hen first seen, patients who later did 


Y with treatment answered ‘yes’ more 
81% of the 


Баа 
о 
ften than those who did well to 
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Cornell, 84% of the Tavistock but only 41% 
of the EPI questions; the 41% were questions 
about certain aspects of ‘neuroticism’. We 
have already suggested that this trend was not 
due to a general response set, since the ques- 
tions about paranoid irritability were not 
answered more by patients who did badly, and 
now we note the same about questions on 
*extraversion'. Furthermore, 14 questions 
were found, described in detail elsewhere 
(Gelder ег al. 1966), which picked out patients 
who did badly, and their content related to 
depression, hypochondriasis and agoraphobia 
(Table 4). Five of these questions came from 
the Cornell Medical Index, four from the 
Tavistock Inventory, and five were neuroticism 
questions from the EPI. The total score on 
these fourteen questions correlated — 0-60 
with improvement, and a score above seven 
picked out most patients who did badly. 
There were thus a few questions which pre- 
dicted outcome well—these related mainly to 
depression, hypochondriasis, agoraphobia and 
self-consciousness; there were many questions 
which predicted outcome slightly—these were 
anxiety complaints of several kinds; and 
finally there were quite a few questions which 
had no predictive value—these concerned 
paranoid irritability and extraversion. 


Questions which correlate with type of phobia 


Agoraphobics answered ‘yes’ more often 
than social phobics to 86% of Cornell, 92% 
of Tavistock but only 26% of EPI questions. 
Certain items picked out agoraphobics 
especially well—these were the seven ques- 
tions of the agoraphobic factor derived from 
the Tavistock Inventory (Table 3). These 
seven questions discriminated sharply between 
the diagnosis of agoraphobia and other 
phobias, since most of the former and but few 
of the latter answered these positively. On the 
other questions, except for extraversion, most 
patients answered with equal frequency, 
though agoraphobics answered ‘yes’ rather 
more even on questions about paranoid 
irritability. Thus in addition to their specific 
complaints, agoraphobics tend to have more 
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Table 3. Stable components from the fifty-one Tavistock questions 


(Principal components 


Factor loadings ( x 100) Correlations ( x 100) with: 
when forms completed at: = 
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analysis, oblique rotation.) 


m Improvement Diagnosis 
Start of End of after of 
treatment treatment treatment 


1. Social timidity (1st order) 


1. I am sometimes afraid of expressing 


agoraphobia 


86 31 —28* = 
myself in case I make a foolish mistake 
2. Y usually feel awkward with strangers 67 34 —32** = 
3. L usually feel uncomfortable when I do 66 53 зве 
not know what is expected of me? 
4. I usually feel uncomfortable when with 60 44 —31** Sq 
a crowd of people I do not know 
5. Lam usually in doubt whether to greet 57 100 — = 
someone I know slightly 
6. Lam afraid of being disliked by people 55 32 = 30** 
7. I am frequently afraid I may look 40 45 —32*** n 
ridiculous or make a fool of myself 
2. Agoraphobia (2nd-order loading shown, also present on Ist-order factor) 
1. I sometimes have a fear of fainting in 72. 67 —39** 68**** 
public 
2. I feel nervous when I have to go ona 61 56 —39** XIII 
train journey 
3. I am nervous when I am left alone 32 49 —32*** Ѕзжжжж 
4. (Diagnosis of) agoraphobia 65 81 —28* — 
5. Tam uneasy when I am in a crowded 49 53 —36*** 44 ook 
place 
6. Tam very uneasy when alone in a 42 23 -32*** 45% 43K 
large open space 
7. The thought of a surgical operation 
would ids me е - = = dial 
8. It generally makes me uneasy to cro 
a bridge or street d s Ы ш = ды шыш 
alo m= 02 n= 62 n= 62 
**** P 0:001; *** P 0-01; ** P 0:02; * P 0:05 


T Only significant correlations at start of treatment are reported (п = 


anxiety symptoms than other phobics. This is 
consonant with their prominent clinical 
anxiety. In anxious patients minor discomfort 
Which might be ignored by the average person 
becomes magnified to form yet a new focus of 
tension. 

Since a clear agoraphobic factor was found 
which discriminated patients with agoraphobia 


72). 


from those with other phobias, it appears that 
agoraphobics are а group of patients with ? 


coherent cluster of complaints 


The same cannot be said about social 
phobias. Though two factors of social anxiety 
and social timidity were found, the question? 
Оп these factors did not discriminate patient? 
With agoraphobia from those with social 


è 
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Phobias. Patients with social anxieties an- 
Swered less frequently than agoraphobics on 
all except questions about extraversion. There 
Was no cluster of questions which differen- 
tially picked out patients with social anxieties. 
The label ‘social phobias’ used in this study 
thus described a more loose-knit variety of 
Complaints than that found in agoraphobia. 
However, this conclusion must be tentative 
as there were only fifteen ‘social phobics' in 
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Phobics or social phobics. Animal Phobias 
thus stand out distinctly from other phobias. 

Since a principal components analysis of 
the EPI was not feasible, the factor loadings 
found by Eysenck were used to select those 
questions with the highest loadings оп 
neuroticism and extraversion. First the ques- 
tions from the short form EPI (Eysenck, 
1958) were used—these had high loadings— 
on orthogonal varimax factors, Next the 


isolate 
Bre 
frg 


Source of 
Question 


Cornell 


Tavistock 
Inventory 


EPI, м Score 


_ the entire sample. 


Ф мрою 


Table 4. Prognostic questionnaire 
(From Gelder, Marks & Wolfe, 1967.) 


questions with the highest loadings 


on oblique 


Correlation with 


improvement When 


9 
sually feel unhappy and depressed? | 
ун рем POM to be alone when there are no friends near? 


Are you constantly made miserable by poor health? 


Are you always miserable and biger 
. Are you extremely shy and sensitive? 
Do you feel uncomfortable when you are the centre of 


attention? T" | 
ро you sometimes have a fear of fainting in public? 


: in j ? 
Do you feel nervous when you have to go on a train journey? 


i ? 
Are you uneasy when you are in a crowded place? 


Do you sometimes feel life is just not worth living? 
j Do you worry about your health? А 
‚ Do you often think about your past? 


ave dizzy turns? 
i 5e pum paar Teel things are bound to work out badly 


K 
for you? Total score (max. 


answered ‘yes’ 
before treatment 
(n = 62) 
—0:49 
—0:49 
—0:38 
—0:37 
—0:36 
—0:50 


—0:39 
—0-39 
—0-36 
—0-46 
—0-42 
—0-41 
—0-36 
—0-36 


= 14) 0-60 


Sc 1, no = 0. Score of 8 or more predicts poor response to treatment. 
Ore: yes = 1, no = 0. 


Fifteen of the 
; “It OF treatment 


Insect, 


Not 


Versi 


There was no cluster of questions to 
Which they responded selectively, but this is 
Surprising since they tended to have 
d fears with few other symptoms and 
ч Questionnaires simply bear this out. On the 
Teat majority of questions other than extra- 

Оп far fewer‘ yes’ responses were recorded 
anima] phobics than from either agora- 


promax factors were also 


- atients at the 
seven petal a data from Eysenck er al. (19 


had phobias of animals and 


tions correlated significantly 
provement nor with type of 
were five questions from 


N and E scores did not. The 


examined using 
66). The correla- 


tion of each question with improvement and 
with type of phobia was studied. Most ques. 


neither with im- 


phobia, but there 


the neuroticism 


factor which significantly predicted patients 
who did badly (Table 4), even though the total 


Se questions were 


268 


mainly about depression and hypochondria- 
sis. Certain components within (cesi 
therefore have greater clinical value than the 
total neuroticism or extraversion Scores. 


DISCUSSION 
Method 


One might question the significance levels 
of correlation coefficients computed from 
variables which are primarily binomially 
rather than normally distributed. Correlations 
are misleading in such data if used with very 
small numbers, but the N of 72 in this study 
is sufficiently large to justify the procedure. 
One might have reflected the additional un- 
certainty introduced by binomial variables by 
decreasing acceptable significance levels to 
< 0-01. Since this study is exploratory and 
concerned with areas of dysfunction it was 
deemed advisable to be slightly over-, rather 
than under-, inclusive, so < 0-05 levels are 
reported, but are only considered useful when 
found as part of a pattern rather than in 
isolation. 

This study naturally did not aim to develop 
any predictive instrument but to indicate 
areas of disorder which are worth developing 
for this purpose in future work. There was 
little point in this preliminary study in 
describing lengthy tables of distributions, 


data norms and figures for the percentage 
misclassified. 


The role of response set 


How much did response set contribute to 
results? It may have contributed in part to 
emergence of the complaints factor, but the 
complaints factor cannot be entirely a 
spurious effect of response bias because the 
factor did not include the E score of the EPI 
in either analysis, while in both analyses it 
included the N score of the EPI, which has 
safeguards against response set. 

It is unlikely that response set is produced 
the clusters of questions which were found, 
and in fact it would have militated against 
detection of such patterns. It would be a 
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curious effect of response bias that only 
questions of paranoid irritability were ee 
wered with equal frequency by all kinds О 
phobics, whereas questions about agora- 
phobia discriminated between patients diag- 
nosed independently as such and aa 
patients. Similarly, it would be an odd nm 
of response set that the component ie 
sion was the only one whose questions al 
correlated with eventual outcome. A more 
valid interpretation is that depressive traits 
make the prognosis less favourable, that 
patients with agoraphobia have certain com- 
plaints not shared by other phobics, and that 
paranoid irritability does not affect prognosis 


and is not a feature of particular kinds of 
phobic disorder. 


Could the patterns have arisen by chance? 


One might object that from hundreds of 
correlations in any study a few will be signifi- 
cant by chance, and that this is all the present 
investigation has found. Such chance signifi- 
cance levels should produce but few correla- 
tions, and these would be scattered randomly 
across the components. In fact this does not 
Occur as the discussion on response set 
pointed out. Instead there is an impressive 
pattern of significant correlations for ques- 
tions within certain components of exhaustion 
(Table 1) and of agoraphobia (Table 2). By 
contrast, paranoid irritability (Table 1) did not 
contain a single question which correlated 
significantly either with diagnosis or with 
outcome. It is this patterning of the correla- 
tions which makes the results convincing. 


Relevance of results to disorders other than 
Phobias 

This investigation 
only phobic patients, 
extent to which findin 
Patients with other ‘neurotic? complaints: 
Further study is naturally necessary in patient 
With other disturbances, though several point 
indicate relevance of present findings to die 
Orders apart from phobias. First, many © 
these phobic patients had numerous oth? 


inevitably concerned 
thus restricting th 


gs can be generalized t° · 


Components and correlates of psychiatric questionnaires 


symptoms such as depression, obsessions, 
anxiety, depersonalization and sexual and 
personality problems. Second, some findings 
in this study are very similar to those obtained 
by Dixon er al. (1957a, b) from a mixed 
psychiatric population. The components of 
social timidity and agoraphobia extracted 
here from the Tavistock Inventory closely 
resembled those extracted from the wider 
population of Dixon ег al. Thirdly, several 
items predicting prognosis in these patients 
are similar to those predicting response of 
mixed neurotic patients after modified leuco- 
tomy (D. H. W. Kelly & I. M. Marks, un- 
published data, 1966). Finally, components 
have been extracted elsewhere from the EPI 
in normal adults which are similar to the three 
Cornell components of paranoid irritability, 
social anxiety and depression, though they are 
labelled differently as irritability, inferiority 
feelings and mood swings respectively (Ey- 
Senck er al. 1966). Such components appear 
to have more direct relevance to clinical 
Practice than the global scores of neuroticism 
9r extraversion. 


Implications for classification of phobias 


Phobias can occur in most psychiatric con- 
ditions, but are the dominant problem in only 
2-3% of all psychiatric outpatients. Phobias 
Were the main complaint in patients in the 
Present study. It is still a matter for debate 
Whether such phobic disorders are all part of 
à Unitary syndrome, a group of related condi- 
tions ora series of diverse symptoms without 
пу elements in common. Results of the 
Present study support other testimony that 

hobic disorders form a group of related 
Conditions, 

Abundant evidence now suggests that the 

mptom of agoraphobia occurs as part of a 
Coherent syndrome in which several phobias 

10 to occur together and are also associated 

Certain other psychiatric symptoms such 
sig Seneral (free-floating) anxiety aa er 
196, (Prince, 1912; Terhune, 1949; Ruddick, 
ma," Roberts, 1964). The syndrome begins 

anly between the ages of 15 and 35 (Marks 
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& Gelder, 1966), occurs more often in women, 
and once it has persisted more than a year 
runs a fluctuating course with remissions and 
relapses for up to a decade or more. The 
present study gives further evidence that 
agoraphobia is a clinical syndrome since a 
stable component of agoraphobia emerged 
which picked out a particular group of 
patients. This component is closely similar to 
factor 1 described by Dixon er al. (19575) ina 
mixed psychiatric outpatient population, 
confirming the generality of this component. 

Results of this study also accord with other 
evidence that animal and insect phobias are 
distinct from other phobic disorders, since in 
all three questionnaires patients with these 
phobias answered individual questions dif- 
ferently from other phobics, and had very low 
total scores. This fits other features which set 
such phobias apart from agoraphobia and 
social anxieties; animal and insect phobias 
usually begin in early childhood rather than 
after puberty (Marks & Gelder, 1966); once 
they persist after puberty they tend to run a 
continuous rather than a fluctuating course; 
patients with these phobias have rapid eye- 
blink conditioning responses (unpublished 

data); finally, animal and insect phobias are 

associated with few other psychiatric symp- 

toms, a fact which agrees with their low total 

questionnaire scores in this study. 

Present results produced no evidence for a 
coherent syndrome of social phobias. Al- 
though stable components of social timidity 
and social anxiety were found, these did not 
characterize any particular group of patients. 
Because the component of social timidity 
closely resembled the factor of the same kind 
found by Dixon et al. (1957b) in mixed 
psychiatric outpatients, but did not pick out a 
special group of patients, the component 
probably refers to a cluster of personality 
traits which are not associated with any par- 
ticular phobic symptomatology. Evidence is 
tentative because of the small numbers. 
Results may also have been different if the 
questionnaires had contained more questions 
about social phobias of the kind seen clini- 
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cally rather than questions about general 
timidity. . 

The component of exhaustion was un- 
expected. It is not associated with depression 
but is associated with agoraphobia, though it 
has little prognostic import. Most likely it is a 


peripheral group of symptoms to which 
agoraphobics are prone. 


Implications for prognosis 

Patients who began with high Cornell and 
Neuroticism scores did badly with treatment, 
though this association was only significant 
for the Cornell score. This finding agrees with 
several other studies which showed an associa- 
tion between high Cornell or Neuroticism 
scores and a poorer prognosis— this has been 
shown for appendicectomy (Ingram et al. 
1965), transvestism (Morgenstern, Pearce & 
Rees, 1965) and mixed neurotic states (Levin- 
son & Meyer, 1965). The total scores used in 
these studies may have obscured even higher 
associations between prognosis and com- 
ponents of these scores. In patients in this 
study, for example, the correlations between 
prognosis and Cornell and Neuroticism scores 


11 respectively, yet 
rOgnostic question- 


Prognosis, 

It was noteworthy that the component of 
depressive traits p 
patients with chronic 


depressive mood 
(P. O. White, 1966, personal c 


and indeed three neuroticism and three 
Cornell questions in the pro 


] gnostic question. 
naire concerned depression, The Prognostic 
value of the Cornell and of the EP] may well 
depend partly on these parti 


nd pz cular questions. 
It is of interest that some items about social 


ommunication), 
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anxiety and timidity predicted an adverse 


prognosis. This is likely to have some general " 
validity as the same was found in a group of 


mixed neurotic patients who had a modified 
leucotomy (D. H. W. Kelley & I. M. Marks, 
unpublished data, 1966). The two items from 
the Taylor Manifest Anxiety Scale which best 
predicted prognosis were ‘I am easily embar- 
rassed' and ‘I lack self-confidence’. These are 
similar to questions 5 and 6 in Table 4. In yet 
another study of modified leucotomy, this 
time of agoraphobic patients (Marks et al. 
1966), a timid, anxious, isolated premorbid 
Personality was again associated with a poorer 
outcome. 

Why does timidity and depression have an 
adverse effect on prognosis? Presumably both 
these attributes diminish initiative, and 
‘triers’ do better because they encounter more 
Opportunities to relearn and adapt than 


patients who Passively sit back and wait for 
things to happen to them. 


The lack of clinical correlates with paranoid 
irritability is s 


triking when contrasted with 
the other components. It is naturally possible 
that this clus 


Mae ter has clinical importance in 
directions not tested in this study. 


The Cornell and Tavistock Inventory share 
Social anxiety items. The Cornell and EPI 
ае depressive and Social anxiety items. In 
Addition many other vague complaints appear 
1n all three questionnaires, and it is not sur- 
Prising that their total scores correlate highly 
Mis Many of the items also 


ne advantage of the total scores on the 
Cornell and EPI 


: is tha ve been 
established be d t norms ha 


irec 
can have more e 
total EPI or Cornell scot 


Я ої“ 
Symptoms аге more imP 


ty 


Ree 


"rn 
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tant than others. Questionnaire components 
‚ of the kind found here could be used to aid the 
| clinical classification of neurotic disorders 
* and prediction of their response to treatment. 
Such components will require further refine- 
ment, additional scales and well-defined 
norms before they can have great practical 
utility. | | 
It requires no emphasis that questionnaires 
naturally do not in any sense diminish the 
importance of clinical interviews; question- 
naires are simply an aid to clinical judgment. 


SUMMARY 


Seventy-two phobic patients answered ques- 
tionnaires before and after treatment: the Cornell 
Medical Index (shortened version), Tavistock 

* Self-Assessment Inventory (phobia and social 
© anxiety sections) and Eysenck Personality In- 
Ventory (E and N sections). Total scores on these 
Questionnaires correlated highly together to form 
a Complaints factor which did not include extra- 
Version—this occurred both at start and at end of 
treatment. 
, The answers to individual questions were sub- 
Jected to principal components and to item 
У analyses; only rotated components were found in 
the Tavistock Inventory—agoraphobia and social 
timidity—and these strongly resembled those 
found “in another mixed neurotic population. 
ur stable components were extracted from the 
9rnell—depression, exhaustion, paranoid irri- 
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tability and social anxiety. Three of these were 
similar to those extracted elsewhere from the EPI 
in normal adults. 

Only some components correlated with out- 
come and type of phobias. Items from components 
of ‘depression’, ‘agoraphobia’ and ‘social 
timidity’ predicted a poor outcome; a prognostic 
questionnaire incorporating similar items from 
all three questionnaires correlated —0-60 with 
improvement. Answers to certain questions on 
Neuroticism predicted outcome much better than 
did total Neuroticism scores. Items from the 
component of ‘agoraphobia’ discriminated 
agoraphobics from other phobic patients. Items 
from the component of * paranoid irritability’ had 
no relationship to outcome or to type of phobia. 

Results confirm that agoraphobia is a coherent 
clinical syndrome, and that animal phobias occur 
as isolated symptoms; they also suggest that 
social phobias are a loose-knit group of symptoms. 

The three questionnaires overlap in their con- 
tent and their predictive components. Such com- 
ponents can have greater clinical utility than total 
scores and are worth investigating further in 
other groups of patients. 


ACKNOWLEDGEMENTS 


Many thanks are due to Dr A. E. Maxwell and 
Mr Р. О. White for statistical advice, and to 
Professor Sir Aubrey Lewis, Dr M. G. Gelder and 
Dr J. Sandler for valuable comments on the 
manuscript. This study was supported by a grant 
from the Medical Research Council. 


, REFERENCES 


Carmen, R. B., Saunpers, D. R. & STICE, G. 
(1957). Handbook for the Sixteen Factor 
ersonality Questionnaire. Champaign, Ш.: 
t Dy c Ше of Personality and Ability Testing. и 
ON, J. J., DE MoNcHAUX, С. & SANDLER, +. 
(1957а) Patterns of anxiety: the phobias. 
i -40. 
* Dixon, LA pedes C. & SANDLER, J. 
(1957 p) Patterns of anxiety: an analysis of 
TUAM anxieties. Br. J. med. Psychol. 30, 
-1 Я 
det, H. J. (1958). A short questionnaire for 
e 


Personality, J, appl. Psychol. 42, 14-17. 


Measurement of two dimensions of 


EYSENCK, H. J., HENDRICKSON, A. E. & EYSENCK, 
S. B. G. (1968). Structure and measurement of 
personality. London: Routledge & Kegan Paul. 

GELDER, M. G. & Marks, I. M. (1966). Severe 
agoraphobia: a controlled prospective trial of 
behaviour therapy. Br. J. Psychiat. 112, 
309-20. 

GELDER, M. G., Marks, I. M. & Wo rr, H. H. 
(1967). Desensitization and psychotherapy in 
the treatment of phobic states: a controlled 
inquiry. Br. J. Psychiat. 113, 53-73. 

HATHAWAY, S. К. & MEEHL, P. E. (1951). An 
Atlas for the Clinical Use of the M.M.P.I. 
Minneapolis: University of Minnesota Press. 


272 


HENDRICKSON, А.Е. & Wuite, P.O. (1964). 
Promax: a quick method for rotation to 
oblique simple structure. Br. J. stat. Psychol. 
17, 65-70. 

INGRAM, P. W., EVANS, С. & OPPENHEIM, A. N. 
(1965). Right iliac fossa pain in young women, 
with appendix on the Cornell Medical Index 
Health Questionnaire. Br. Med. J., ii, 149-51. 

Levinson, Е. & Meyer, V. (1965). Personality 
changes in relation to psychiatric status 
following orbital cortex undercutting. Br. J. 
Psychiat. 111, 207-18. 

Marks, I. М. & GELDER, М. G. (1965). A con- 
trolled retrospective study of behaviour therapy 
in phobic patients. Br. J. Psychiat. 111, 561-73. 

MARKS, I. M. & GELDER, M. G. (1966). Different 
onset ages in several varieties of phobia. Am. J. 
Psychiat. 123, 218-221. 

MARKS, I. M., BIRLEY, J. L. T. & GELDER, M. G. 
(1966). Modified leucotomy in severe a 
phobia: a controlled serial 
751-69. 


: gora- 
inquiry 112, 


ISAAC М. Marks 


MORGENSTERN, F. S., PEARCE, J. F. & REES, W. L. 
(1965). Predicting the outcome of behaviour - 
therapy by psychological tests. Behav. Res. ' 
Ther. 2, 191-200. 

Prince, M. (1912). A clinical study of a case of 
phobia. J. abnorm. soc. Psychol. 7, 259-92. 

Roserts, A. Н. (1964). Housebound housewives 
—a follow-up study of a phobic anxiety state. 
Br. J. Psychiat. 110, 191-7. 

Ruppick, B. (1961). Agoraphobia. Intern. J. 
Psychoanal. 42, 537-43. 

SANDLER, J. (1954). Studies in psychopathology 
using a self-assessment inventory. I. The" 
development and construction of the inventory. 
Br. J. Med. Psychol. 27, 142. 

TAYLOR, J.A. (1953). A personality scale of 
manifest anxiety. J. abnorm. soc. Psychol. 48, 
285-90. 

TERHUNE, W. B. (1949). The phobic syndrome. 
Arch. Neurol. Psychiat., Lond. 62, 162. 

WiLLouGHBy, R. R. (1934). Norms for the Clarke- ... 
Thurstone Inventory, J. soc. Psychol. 5, 91. 


^k 


Brit. J. Med. Psychol, (1967), 40, 273 
Printed in Great Britain 


By E. V. LECKIE* 


The use of questionnaires for testing for 
Psychiatric Conditions has been confined, in 

© main, to situations where patients at- 

: tending mental hospitals or psychiatric clinics 
Сап be screened prior to psychotherapy. 
Occasionally however, such questionnaires 
Could be used in a wider context, as, for 
example, in a Study of the incidence of a trait 
in the population as a whole or in psychoso- 
Matic medicine where persons with a par- 
ticular physical condition can be screened for 

. Psychological abnormalities. In such cases the 
», fol 9 W-up by psychiatrists does not occur and 
e Questionnaire is used as a preliminary 
"esearch tool. We were interested in the 
8netics of human obesity, and since depres- 
Sion has often been implicated in the literature 

i 2 Concomitant of this condition, we tried to 
MnVestigate Whether the inheritance of depres- 
slve tendencies might form part of the in- 
Sritance of human obesity. The literature on 

+ ein eritance of depressive illness shows that 
the assumption is made that only those who 
are actually hospitalized for depressive illness 
i Showing the character. This would seem 
Stuge too Strong a criterion to take for genetic 
tes. When considering the obese it might 


h es © quite unsuitable, for the obese are 
y Said to be People who are ‘fundamen- 
depressed but who eat to ward off 


ао ’. We were therefore motivated to 
de ae t to design a test for the liability to 
mo, Sive illness which would expose xt v 
Which 7 being fundamentally ше А с. 
Peon}, СОШ show this trait in both o 
№ W. * and their relatives. | m 
" curpa mined many of the questionnaires in 
bs Use, and found that they all used, as 
ik Ser 4 Research Assistant. (A 
Bolg s Lecturer in the p 
вру 28 Applied to Medicine, Middlesex 
Dita] Medica] School, London, W.1. 
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expect on such questionnaires a negative 
response for depressive illness, for such people 
should not be Symptomatically depressed, 
Several attempts to examine this aspect of 
Obesity have given conflicting results. We felt 
that it is Precisely because the questionnaires 
used dealt with Symptomatic depression that 
they failed to give consistent findings, 

The fundamental nature of the depression 


personality or character Structure lower than 
that tested by symptomatic enquiry should be 
the one to which tests should be aimed. In this 


We therefore drew up some 150 items which 
we hoped covered the Psychoanalytic theory 
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specifically to test a psychoanalytically orien- 
tated theory of depressive illness. During the 
administration of the original 150 items, it was 
found that within this second group of items 
was a third group which behaved differently 
on item analysis from the remainder. The 
difference was that they were inversely cor- 


No. in 
inventory 


5 I seldom worry about my health 


Item 
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are called * indirect depressive" or unconscious 
items (Table 3). є 
Thus the total score on the inventory can 
be broken into 3 subscores: that on the 11 
direct depressive items, that on the 32 indirect 
depressive items and that on the 9 threshold 
items. This gives a total score based on 52 


Va 


Table 1. Direct depressive items in questionnaire 


Expected 
response y 


F 
17 I feel that life is just a “wild-goose chase’ T 
20 I brood a great deal T 
21 Sometimes I feel so depressed that thinking is difficult T 
23 I work under a great deal of tension T 
28 I find it hard to keep my mind on a task or a job T 
37 There are times when I feel that life is just not worth living T d 
39 Iam easily awakened by noise T хх 
49 Iam afraid of losing my mind T 
55 During the past few years I have been well most of the time F 
57 Ihave periods of days, weeks or months when I couldn’t take care of things T 
because I couldn’t ‘ get going’ 
— Table 2. Threshold items in questionnaire 
cB 
. Expected ^ 
inventory Item н оен 
18 Deep down I regard myself as rather a i | 
Оог spec 
19 1 frequently find myself envying other nah in E 
d At times I feel like smashing things x 
1 I do not find it difficult to live u 
to my o 
Я Hardly anyone thinks much of А аа А 
People would despise me if the: 
reall 
A I hardly ever feel envious Á ` z { 
8 I feel frustrated because I can’t i b ; 
54 Tam more than usually пова аар сез p 
Las © encouragement of others in things T 


related with the direct depressive score, In 
other words, they were more likely to be 
answered às expected when the score on the 
direct depressive items was low, as opposed to 
the remainder which were more likely to be 
answered when the direct depressive score was 
high. These items have been called “threshold 
items’ (Table 2). 


The remaining items which cover the rest 


n Piychoanalytical theory of depressio” 
: *he remaining 6 i t score?» 
but were found § 6 items are no 


. necessary after administerin’ а 


f depressin inserting 
Е 5, and by in 
ы каты questions this affect could 
th : and Patients became less worried 
© administration of the questionnaire- 


t 


f No. in 
inventory 


© бос Б шом — 


10 


Si. 
* unscored items 

I wake up fresh and rested in the morning 
enjoy the excitement of a crowd 

= enjoy gambling for small stakes 


Ove to go to dances . 
T would like to hunt lions in Africa Table 4. 


I feel hungry most of the time 


a 


T 

14 

27 

«a 53 
2 56 
58 


Admin; 

ninistration of the questionnaire 
final inventory was given to 31 depres- 
and 31 People from a control population 
18 


‚ the 
Siveg 
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Table 3. Indirect depressive items in questionnaire 


Item 


I sometimes feel that I can never be forgiven for the things I have done 


I feel I am unsuccessful in my work 
I get irritated by having to conform to customs and convention 


Life seldom seems empty 

I sometimes get the feeling that I was terribly let down as a child 

I often delay going to the lavatory even though I want to go badly 

I never try anything new with conviction 

I don’t expect people to take much notice of me 

I find it difficult to remember the things I have read 

I wonder whether something terrible must have been done to me when I was 
too young to remember it 

I don’t think I will ever get what means most to me 

It would be much better if there was never any need to go to the toilet 

I sometimes feel alone even when I am with other people 

Sometimes I feel so depressed that thinking is difficult 

Others have little or no idea how much I suffer 

I strongly object to dividing opinions into black and white 

I am often afraid that I hurt most the people who mean most to me 

When people find fault with me, deep down I think they are usually justified 


Anything new I try usually falls to pieces 


I very often get a gnawing feeling 
I feel I have somehow lost part of myself — — mE 
When I pass a motion I sometimes feel that it is a way of getting rid of my 


badness 
Animals are better companions than people because they never let you down 


I believe that success depends more on good luck than on hard work 


Passing a motion somehow brings about a loss—something good seems to 


go with it 

When anything goes wrong 
right 

I sometimes feel that I have 


I often feel dead inside " ч 
I think I have a need to influence people who especially admire me 


If I go on a diet to lose weight I find I start to get depressed 


When things go well I feel it is toc 
I do not feel that any part of me is bad 


I get upset because I don't feel able to put it 


lost a vital part of my life 


s too good to last 
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Expected 
response 
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of non-institutionalized people matched for 
age and sex. This control population came 
from a large sample of factory workers and 
their relatives used in a genetical study on 
human obesity. The scores were as shown in 


From the figures for statistic 4 (Sandler, 
1955) it can be seen that the inventory dis- 
criminates both as a whole and in its parts 
between institutionalized depressives and a 
sample of the general population. The Scores 
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Mean total score 

Depressives 23+ 10:3 | A = 0-0452 

Controls 13-649-17f Р < 0-001 
Mean indirect depressive score 

13:59 |А = 00445 
974633 J P < 0-001 
Mean threshold score 

442-45 14 = 0:0467 
16417 јр < 0.001 
Mean direct depressive score 


Depressives — 6242.97 \А = 0:0436 
Controls — 232215 f p< 0-001 


Depressives 
Controls 


Depressives 
Controls 


for the depressive group showa negative skew 
distribution, while those for the control 
population are Positively skewed, This is one 
of the reasons why in spite of large standard 
deviations the means are significantly different 
For classifying individuals any score which 
was the mean depressive score or above was 
taken as indicating a depressive, That this was 
successful in practice will be seen below wh 
we discuss prognosis, е 
The lar; the indirect 
is the least 


Unconscious items wh; 
as threshold items, 


Test-retest 
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hood of remembering the response. However, 
in the second, third and fourth administra- 
tions ten extra items were added which were 
expected to change from week to week if the 
response was truthful and if memory was not 
being relied upon. In each of the three ad- 
ministrations these ten added items and in- 


deed the whole questionnaire was assorted in 
different ways. 


Examples of added items 


(1) I was late getting to my lecture this 
morning. (2) I had a bath last night. (3) 
Nothing seems to be going right today. 

Further the students were asked at the 
Second, third and fourth administration 
(a) whether the inventory was the same as the 


Week before, and (b) whether they had dis- а 


Cussed the items with one another. 


four inventories. Of these only 2 said that it 
was ia completely different inventory each 
time. T € remainder noticed that the order of 
the items had been changed. No student 
noticed the introduction of the ten new items. 
All students reported discussing the inventory. 
Test-retest correlations 
Total score 

After 1 week 

After 2 week, 

After 3 week. 


interval, y = 0-937 
5 interval, к = 0-9508 
5 interval, к = 0-963 
Indirect depressive score 

After 1 week interval, 


r = 0:89 
ig 2 weeks interval, ғ = 0-9019 Э 
ter 3 weeks interval, к = 0:9513 


Threshold Score 


үм 1 Week interval, , = 0:836 
we 2 weeks interval, г = 0:909 
ler 3 weeks interval, r = 0:9415 
Direct depressive Score 
ho l week interval, к = 0-85 
ou 2 weeks interval, r = 0-83 
er 3 Weeks interval, r = 0-85 
Ten added items 
After 1 Week 
After 2 interval, r = 0:571 


= 0:017 


Only 22 out of 25 students completed all " 


а} 
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Tt is interesting to note the progressively 
higher correlations for all scores with the 
exception of the direct depressive score and 
that for the ten added items, From an analysis 
Of the individual responses or items it was seen 
that the same item was responded in the same 
Way for every administration of the inventory 
except for the score on the direct depressive 
items where there were changes, so that this 
Score did not reflect consistency of response. 
From this and particularly the response to the 
ten items it would appear that there was no 
Memory effect. The constancy of the response 
to the indirect depressive items and the 
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Score on the threshold items will lead to 


symptomatic depression. A low 
these items together with a high score on 
direct depressive items may reflect a mood of 
depression. However, if the patient has a low 
indirect depressive score then we would 
classify the overt depression as merely a pre- 
vailing mood. 

(c) A high score on the direct depressive 
items reflect a Prevailing depression. If a 
patient scored low on these items we would 
not classify that patient as a depressive. 

The diagnosis embodying these assumptions 
can be seen in Table 5. It must be noted that 


score on 


Table 5. 


(H = high score, L = low score.) 


Diagnosis 


Endogenous depressive 
Reactive depressive 
People with liability to depression 


People in a depressed mood 
Not depressive 


t х я 

aneshold items suggests that the feelings and 

st tudes incorporated in these items are con- 
ant and unchanging in the personality. 


В! s 
ling diagnostic test 


" iE inventory was administered to sixty- 
cn individuals of both sexes chosen by the 
hospi Sts from two neighbouring mental 
canje S The scoring of the inventory was 
bling ,, 9 "t on the following basis to give а 
(a) A enosis of those persons. 
high score on the indirect depressive 
lying ,5 believed to be indicative of an under- 
‚ (b) траку to depressive illness. 
© threshold items are believed to 


Score is 


ndi | 
tendan, Whether or not this underlying 
Dess "Cy might materialize as depressive ill- 


Which needs institutionalization. A high 


Indirect Direct 
depressive Threshold depressive 
Score score score 
H H H 
H H L 
L H H 
L H L 
H L L 
H L H 
L L H 
L L L 


when we say a person is not a depressive, we 
do not exclude any other Psychological con- 
dition such as hysteria, paranoia or schizo- 
phrenia. 

In the series we studied we did not find ina 
mental hospital population any patients who 
were HHL, LHL or HLH. However, in a 
survey of 372 people from the general popula- 
tion these types were found. The HHL and 
LHL individuals were significantly more 
likely to be more than 20 % overweight. We 
have suggested elsewhere (Leckie & Withers, 
1967) that these people may be eating to ward 
off depression. We believe that the HLH 
people are liable to depression but would not 
be hospitalized even though they were in a 
depressed mood when they worked through 
the inventory. 
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Table 6. Results 


(Н = high score, L = low Score. React. depr. = reactive depression, 
End. depr. = endogenous depression, Pers, dis, = personality disorder.) 


Psychiatric diagnosis 
Score 


š —— 
Patient’s peaa ане After 
uh Sex їр. т. D.D. Blind diagnosis Initial 5 months 
1 W F L H H React. depr. Anxiety depr. — 
2W F L; H H R р 
cact. дерг, Anxiety depr — 
3 W F L oL тү y depr. 
Not a depr. Hysteric am 
4 W FOX. 4S6 gm y 
End. depr. E __ 
5 W М H H H End d nd. depr è 
6 W Ё н dg 9+ SEPT: End. depr. ми 
Н End. дер 9 
TW M H H H End p Mixed. ?End. depr. — 
8W M L L L Mor depr. Schizophrenic Per. dis. 
9W M. $ HH H ^ а depr. Schizophrenic — 
p # вес uem Alcoholic = 
11 W M H н H oo depr. React. depr. — З 
12 W F H H H Баа. Dr Psychopath — 
13W F L L Б Not a Psychopath *drugadd. — t 
14 W F L Ir H р Cpression —-- : 
15 W Not a depr. | | | 
M H L (m N Schizophrenic — | 
On-depress, End. 9 
T depr "Depression -— | 
Ot a depr. 
т = F H H Н в а Puerperal] depr. == | 
19 W E gt Н End. depr. ‚ Оер. and rh, arth, — | 
m. F Not Completed мо, depr End. дерг. - A 
21W > Not completed Not a дерг, Schizophrenic — ] 
em - си completed мо a depr. paranojc - n 
33W M ү hom Not a depr, aranoic а | 
24 W Е H Н Н React, depr. chizophrenic aaas 
25 W M L " Н в дерг, Alcoholic ‚өш 
26 W F H H L Not a depr. End. depr. — 
IW F тү E А End. depr. i os _ 
^8 W F Not com leted соіа Чер. Рага E = $ 
1H - E q eted Not a дерг. Psychopath u 
2H F H H L Not a depr, chizophrenic == 
3H M: Т; H H End depr. lassica] paranoia — 
H React. дерг, Curotic de r. ia 
4H F L ecurrent depr. -— Ja 
" H Nota дерг, “Psychopath pit. sub, 
5H F н н Agitated de r, - 
S ү Hox Dudes. "Banic? e 
THO >л, X-- 09 nd. depr E: 
8H р Hr Шайды ntreated ado] и 
L L L E depr 
9H F L L Not a depr. € depr жа» 
10H F d L Not a depr, nd. depr, Hysteric 
H Not a depr, сеир, therapist ae 
“Current q pr = 
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Table 6 (contd.) 


We 
у (Н = high score, L = low score. React. depr. = reactive depression, 
+ End. depr. = endogenous depression, Pers. dis, = personality disorder.) 
Psychiatric diagnosis 
Score ai c. MENU" 
Patient's m~ After 
no. Sex LD. T. DD. Blind diagnosis Initial 5 months 
ч ИН M L H H React. depr. Recurrent depr.? T 
Epileptic 
4p 12 H F H H H End. depr. React. depr. ess 
13 H F H H H End. depr. Alcoholic + psychopath ЕНИ 
l4 H M H H H End. depr. Chronic anxiety depr. — 
ISH M L L L Not a depr. Phobic anxiety — 
16 H F L L E Not a depr. Anxiety hysteric — 
17 H F I, І, E Suicidal* End. depr. Suicide 
I8 H Е Е, L L Not a depr. Occup. therapist 5, 
| v 19 H F s L L Not a depr. Psychopath е 
А 20H M L L I Not a depr. End. depr. Pers. dis. 
| 2l H M I. Е L Not a depr. Schizophrenic -— 
22H M H H H End. depr. Alcoholic e 
23 H F H H Н End. дерг. Psychopath к, 
24 H* B H H L End. depr.? End. depr. ти 
25H Е E L L Not a depr. Hysteric -— 
26 H M H Н H  End.depr. Psychopath ыа 
27H p L ў, І. Not а depr. Paranoic schizo. ЧИР 
b 28 H E t т, L Not a depr. End. depr. а 
29 H Е H H H End. фер. Psychopath ж 
30H F L Е I Not a depr. End. depr. Schizo. 
31H Е L L Т, Not а дерг. Paranoic | mE 
32H E й Т. gl Not a depr. Acute manic depr. Schizo. 
reaction 
33 н M H H H End. depr. Psychopath | — 
34 H F L L L Not a depr. Paranoid schizo. Tu" 
35 H M L Ў, L Suicidal* End. depr. Un- 
Successful] 
36H F H H H End. depr. Schizophrenic End. depr. 
37H F H L н End. depr. Pers. dis. | "T: 
38 H F  Notcompleted Not a дерг. Schizophrenic — 
39 H F Unscorable Not a depr. Schizophrenic — 


. Diagnosed as suicidal in spite of low depressive scores because they avoided any question on 


death and self-denigration. 


Table gives the results of the blind different from the initial diagnosis we have 
по лозі test. The initial diagnosis was that recorded this In the last column of the results, 
Wa = ed by the psychiatrist when the patient There IS a 73 r^ agreement between our 
Clin; mitted to hospital. After five months of blind diagnosis and that given after five 
dia lc “Xperience some of the original months clinical “Xperience. Those who did not 

SNOseg Were changed. Where they were complete the Inventory (seven patients) were 
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classified as not depressive because it has been 
found that depressive patients will complete 
the inventory satisfactorily. Two patients who 
were diagnosed as suicidal in spite of low 
depressive scores were so classified because 
they had avoided any question on death and 
self-denigration by leaving it blank. This was 
felt to indicate a preoccupation with suicide 
and subsequent events proved this to be a 
correct interpretation. Two occupational 
therapists who were not patients were in the 
group given us. 
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liability concept is е long term follow up of 
of people. 
"itle ey behind which the indirect de- 
pressive questions and the threshold questions 
were designed is well set out in a methodo- 
logical paper by Wisdom (1962). It is "od 
esting and important that so many of the 
areas covered by the theory find testable con- 
sequences in the responses to the questions. 
It is often said that psychoanalytic theory is 
untestable. If by this is meant the historical 
testing of concepts referring to early infancy, 


Table 7. 


No. in 
Psychiatric diagnosis group 
Endogenous depressive 1 
Alcoholics and drug addicts 5 
Psychopath and personality 9 
disorder 
Non-specific depressive 8 
Reactive depressive and 1 
known organic dysfunction 
with depression 
Schizophrenia 8 
Hysteria 4 
Paranoia 4 


The patients were 
their psychiatric diag: 
Table 7. When tests wi 
groups, no significa 


grouped according to 
nosis as can be seen in 
ere done to compare the 
nt difference was found 
between the scores in groups 1-5, However, 
When these were combined and compared 


Separately with groups 6-8 the difference in 
Score became significant, 


Discussion 

We must first emphasize that the hypotheses 

by which our diagnosis is made in Table 5 are 

based on theoretical Considerations. All we 
have done is to 


Show in a mental hospital 
population that we 


ор! „that get agreement with 
clinical findings in making these hypotheses. 
est the validity of the 


What is needed to t 


Question (mean score) 


Threshold 


D.D Total 
18-18 5 7-36 30-54 
16:2 52 6-4 274 
14-11 4:33 6:33 24-77 
12:37 4-62 5-62 22:62 
12:57 40 5-57 2214 
8-00 2-25 4:12 14.37 
8-75 1:50 3:25 13:50 
6:00 2:25 2-00 10:25 


the charge of Untestability might be said by 
Some to be justified, 


> However, in so far as it is 
possible to design questions which give the pre- 

sed on early feelings, the 
use of the questionnaire suggests that whole 
areas of unconscious material might be tested 
by such a Procedure, For example, questions 
6 and 12 could be interpreted as evidence of à 
Primary narcissistic injury as postulated by 
Freud (1925, РР. 159, 163, 164) and Abraham 
(1942). Other Questions, such as 11 and 34 
Could be said to emphasize that an object is 
lost by oral inc 


orporati , 1942; 
Freud, 1925, рр. 150-60" osos 


dicted response ba: 


Опей by Abraham as the role 
Sadism in the destruction 0 
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| the internalized loved objects. We attempted 
ре tO test two points of view: (1) that oral in- 
M corporation and greed destroyed the loved 
^" object and turned it into a bad object and that 
anal loss was the getting rid of this bad 
Object; (2) that the internalized object was 
good until an anal sadistic attack turned it 
into a bad object. Questions 8 and 15 represent 
this point of view, whereas 52 and 36 might be 
- regarded as testing the first point of view. It is 
. interesting that these tests have not dis- 
$< criminated between either of the points. 

There is ample evidence from other sources 
for the depressive's sense of loss in himself, for 
à self-hatred and denigration, for the projec- 
tion of guilt onto loved objects. making them 
Controlling persecuting figures (question 3), 
and for the fears of inability to make repara- 
tion (Klein & Riviere, 1953). 

The original questions covered other areas 
of the theory of depression such as remorse, 
Bratitude, dependency, suicide, feelings of 
elation as in manic states, constipation and 
Obsessional tendencies. We find that our 
Questions covering these topics did not dis- 
criminate. On the other hand, envy of 
the maternal breast, which is part of the 

leinian view (Klein, 1957) of depression, 

came a threshold item. 

The threshold items focus attention on the 
level at which aggression is turned on the self 
e the level at which reparation is considered 
9 be Possible, as well as envy. In spite of the 

'gh score on the indirect depressive items, 
Provided the person can deal with the self- 

“nigration so that it does not become com- 
We damaging, then symptomatic depres- 

is warded off. This would seem to centre 


ABRAHAM, K. (1942). Selected Papers on 
‘Ycho-Analysis, pp. 248-79, 422-33, 457-9. 

Fue don. Hogarth Press. 2 
n 2.5. (1925). Mourning and melancholia. 
Lo Collected Papers, vol. IV, Рр: 159-68. 

Ku don. Hogarth Press. 

Do. а (1957). Envy and Gratitude, P- 58. 

9n. Tavistock. 
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on the ambivalence towards the internalized 
object. Provided there is a mechanism by 
which the internalized object can be split into 
good and bad so that some good object re- 
mains and does not have to be projected and 
envied, then symptomatic depression does not 
appear. This would suggest that psycho- 
therapy might be directed towards changing 
the responses to the threshold items. 

Further work is needed to establish the 
mechanisms of this ambivalence. We suggest 
that the ability to deal with this depends on 
how the infant deals with the splitting of its 
internal objects and the projection of good 
and bad objects. In other wordsthe mechanism 
of depressive illness does not lie in the depres- 
sive position described by Melanie Klein, 
which is covered by the indirect depressive 
questions, but in an earlier period which 
determines the response to the threshold 
items. It is, we believe, because of this that 
various workers have stressed certain rela- 
tionships between paranoia and depression 
and between some aspects of the schizoid 
position and depression. It is in this area of 
theory that further development of diagnostic 
tests need to be centred, for in this area the 
liability for depression needs to be tested. 
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INTRODUCTION 


The purpose of this presentation is to in- 
Vestigate sociogenic models for guidance in 
research and therapy. It is part of a more 
Comprehensive effort that embraces physio- 
genic (Ziskind, 1963), psychogenic (Ziskind, 
to be published) and socio-psychosomatic 
models as well, with the objective of furthering 
aetiologic inquiry into the vast unknown in 
PSychiatric disorders (Ziskind, 1965). 

_ In medicine, the concept of specific causa- 
Чоп has led to important advances in therapy 
and prevention. Can the physiogenic model 
for medical disease established by Virchow be 
9f value for behavioural disorders engendered 

Y Psychological and social causes? Recently 

Ne influence of this model has been challenged 

Particularly for illness of unknown origin— 
üt even for specific medical disease (Halliday, 
AS), The concept of multicausation has been 

BBested as a more useful alternative. In this 
area of necessary exploration a lack of clarity 
©. concepts and operational definitions retards 
AVourable progress. 
ion cordingly, the procedure in this presenta- 
* со Will be: (1) to attempt clarification of 
i ери and definitions; (2) to select from 
in e rature and our own experience examples 
аң Perimental and clinical material. Primary 
Чоп о Will be devoted to interpersonal isola- 
choice S an aetiological social factor (this 
isolation Not to be construed as implying Sy 
Stresses). is the most important of the socia 
X moder, and (3) to suggest and evaluate 

* rawn for use in research and therapy. 

Mies paper was read at the First International 
London Tos Social Psychiatry, August 1964, 

+ во England. | 
Univ, "ritus Clinical Professor of Psychiatry, 


Me SISity of Southern California, School of 
dicing, 


le 
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Sociogenic models for mental disease* 


By EUGENE ZISKINDT 


SPECIFICITY AND MULTICAUSATION OF 
MENTAL DISEASES 


Lack of clarity in these concepts has caused 
much confusion in medicine (Ziskind, 1954) 
and the behavioural sciences. A specific cause 
is that to which can be traced a unique idio- 
syncratic picture or response,* and among a 
number of contributory causes is the one 
(and occasionally more than one) without 
which the illness cannot occur. This emphasis 
on the sine qua non characteristic of specific 


* A priori, we know that each substance in 
nature differs from every other and therefore has 
the potential for unique effect on a biological 
organism. Each drug in the lexicon of pharma- 
cology produces its unique reaction—along with 
non-specific effects shared by other drugs. Condi- 
tions of psychogenic and of sociogenic stress 
(analogous to physical substances) also differ 
from each other and theoretically each also has the 

otential for effect on the organism different from 
all the others. Although behaviour is multi- 
determined, and despite the very large number of 
elements often involved in simple acts, the re- 
markable fact is that out of this relativistic mass a 
single constituent is at times the all-important, 
the sine qua non, determinant. Some obscurity 
arises from failure to distinguish differences in 
effects. Every aetiologic factor produces specific 
and non-specific effects. Individual symptoms or 
signs are rarely unique. When they are, they are 
called pathognomonic. Very few of these exist 
(Argyll-Robertson pupils in syphilis, i.e. general 
paresis). Perhaps some few syndromes—symptom 
complexes—are specific (Kayser-Fleischer ring in 
the hepato-lenticular degeneration of * Wilson's 
disease"). The larger the total picture of known 
responses to a specific agent, the greater the likeli- 
hood of demonstrating specificity. Hence few (if 
any) symptoms and syndromes, but many diseases 
are unique responses to specific aetiologic 
agents. 
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causation derives from Virchow’s definition of 
medical disease as a disorder with a unitary . 
cause which leads to typical pathological 
change in the organs, together with related 
symptoms and signs and known clinical 
course and outcome. The Virchow formula 
should be explored for psychogenic and 
sociogenic diseases because in the context of 
the total spectrum of such a clinical picture 
exists the greatest possibility of identifying 
the unique aspects of aetiologic agents—even 
though it would be necessary to make allow- 
ance for parallels, substitutions or additions 
in the various elements of the model for 
physiogenic disease. 

The concept of multicausati 
isolated from varying gradatio 
In the ‘critical’ sense for a 
mental disease, it signifies that 
contributing causes is the sin 
multiple causes may be inte 


On is less easily 
ns of meaning, * 
behavioural or 
no one of many 


ё qua non. The 
tchangeable or 


* *Multicausation? is 
application which, i 
than a Specificity 
Alexander (1961) 


mentally pro 
(e.g. calciphylaxis), Which, in hi 


€ picture, Specificity 
Suggested by the failure to 
disease manifestation without 
both or all of the dual or t 


riple pluricausa] ele. 
ments. Each of the authors above, though pro- 
fessing that multi-causation as antonymic for the 


Specific cause must be defined as essentially an 
interplay of contributing elements of Which no 
one or group can be identified as the sine qua non, 
ends up reporting just such a group. 
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additive and vary from time to time as to the 
part they play in final expression of the 
behavioural disease. It is multicausation in 
this sense which presents a dichotomy with 
Specificity (actually specific unicausation). 
These definitions of specific cause and 
multicausation are the ‘bare bones’, the 
skeleton on which hangs the flesh of metho- 
dic procedure in our work. The inductive 
method is the experimental mode par 
excellence for establishing specificity. One 
Starts with the aetiologic agent in question, 
and gathers all the effects which it induces in 
the organism under as many different condi- 


tions as possible. Some of these effects in the 


total spectrum may turn out to be unique. 
Thus, in brief, Spec 


ific disease pictures are un- 

folded. This method has greatest applicability 
in the less restricted field of animal experiment. 
The deductive method is more permissible, 
and hence more common for observation in 
man. The subject demonstrates abnormal 
behaviour (symptoms or symptom clusters), 
and by deductive approaches contributory 
causative factors are searched for. The 
then to determine which, if any of 


е ^ аге significant, which аге 
Specific, which non-specific, and—since so 


frequently this information is not forth- 
coming—to See if a non-specific multi- 
causation may be Supported by collected data. 
In the following Pages these approaches are 
exemplified in the Search for examples of 


Soclogenic causative factors of behavioural 
or mental diseases, 


Sociocenic SPECIFICITY IN ANIMALS 


same sense as a tubercle 
cific physiogenic agent T 
cria for specific socioge™ 
difficult to establish wit 
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| Г ‘Isolation disease’ in rats 


#&æ Та the study by Hatch, Balazs, Wiberg & 
Grice (1963) in which rats were isolated in 
Single cages all the criteria formulated by 
Virchow for a specific disease appear to be 
Satisfied. The rats so isolated showed similar 
Consistent changes in body organs, a charac- 
o» teristic set of symptoms and clinical findings 
With a predictable outcome related to the 
duration of the stress. Paired animals in 
Single cages were the controls and did not 
develop these findings. The adult rats, 
Isolated for a period of 3 months, showed 
Marked nervousness and aggressive, in- 
tractable behaviour with vicious biting. An 
yy "Scending caudal dermatitis developed in 
"i 100% of the isolated rats and in none of the 
Controls, Toxicity to isoproterenol was 
Breatly increased. In comparison with the 
50010 rats, the 1.050 (lethal dose for 
0% of the animals) dropped from approxi- 
EU 815 mg./kg. to 118 mg./kg. at the 
at 3 of 8 weeks, and under 50 mg./kg. 
retu Months. After the animals had been 
au Med to community cages for 10 
© 43$, the behavioural intractability and the 
19 leased toxicity tolerance persisted, but by 
ays a reversal to normal was apparent. 

sho mals killed after 3 months of isolation 
олы Increased weight of adrenal and 

" hys Blands and decreased weight of the 
С Pathol. and spleen. Neither the clinical nor 
елш findings appeared in animals 
for only 10 days. Manual handling of 

by the experimenter for 5-10 sec. 
in Tre 4 months was only partially effective 
absolute 18 isolation stress as measured by 
Plasma ymphocyte count and the blood 
for з Sorticoid level. Rats isolated in pairs 
à; behay ПОО were found to be normal in 
The for, ЧГ and in response to isoproterenol. 
9f ot Song picture, consistent with findings 
Man, Sa kie estigators (Barnes, 1959; Welt- 
тесоз 107, Sparber & Opert, 1962) might 
© Snized as a prototype for sociogenic 
With all the elements of the Virchow 


РР 
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model actually ог potentially satisfied. * 
Among other contributions less exhaustive, 
Liddell (1953) has shown that animals with 
conditioned reflexes under laboratory con- 
ditions failed to demonstrate these when 
moved to new quarters of isolation. Many 
reports concern ‘wild’ animals raised in 
captivity that suddenly died when moved to 
isolated quarters. (Christian & Ratcliffe (1952) 
reported on animals captured in the wild state 
who died when caged individually.) 


ISOLATION STRESS IN MAN 
(a) General introductory data 


In the human situation there is obviously 
not the same opportunity for formal experi- 
ment as exists with the laboratory animal. To 
a minor extent isolation (interpersonal) has 
been subjected to human experimentation in 
the field of acute sensory deprivation (Solo- 


* The pathologic findings in these animals are 
suggestive of the general adaptation syndrome of 
Selye. These and the behavioural symptoms might 
be non-specific manifestations that could occur 
with any one of a number of stressors. The caudal 
dermatitis, the diminished detoxification capacity 
for isoproterenol, the sequence of symptoms and 
the absence of the findings when two animals are 
placed in a single cage point to manifestations 
which in one part of their totality are specific. 
Although one cannot be sure that any of these 
manifestations are specific or peculiar to isolation, 
the fact that they are or would be shown as shared 
with other aetiologic agents does not gainsay the 
indication of the above experiments that there is a 
specific isolation disease—a disturbance which 
would not occur in the absence of isolation. This 
could still be true if the isolation could be shown 
as less significant than any other of its companion- 
ate elements—in the ensemble of isolation, 
confinement, restricted mobility, and diminished 
sensory stimulation (Ziskind, 1964a). Here the 
dearth of total clinical data referred to as charac- 
teristic of animal experiments when compared 
with the clinical human situation may be one of 
the deficiencies of this evidence for an isolation 
disease. The experimental human counterpart, 
with all its shortcomings in the ethically permis- 
sible limits imposed on utilizing maximals of such 
stress in human experiment, is also Suggestive. 
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mon et al. 1961), but the seclusion is relatively 
brief and limited because of ethical considera- 
tions.* The mental manifestations in the 
related life sensory deprivation situations 
(‘hallucinations’, etc., in astronauts, jet fliers, 
night truck drivers, radar sentinels and eye- 
patched patients) are the expression of normal 
states of reduced awareness (van Wulfften 
Palthe, 1958, 1961-62; Ziskind, 1960, 1962) 
contributing to abnormal behaviour usually 
only when goal-directed tasks are carried out 
or required during such periods. The isolation 
in these situations is only a secondary influence 
in that it increases the number and duration of 
periods of reduced awareness (Ziskind, 1946 b). 
Whether the symptoms from this source would 
be part of a human disease due to longer 
periods of isolation has not been ascertained, 
although there are some indications that 
adaptation may take place. 

With all the limitations on laboratory 
experiment and the resultant scarcit of 
measurable data, one retreats to the “experi- 
ments of nature’, as in Kayak disease among 
Eskimos (Gussow, 1963), where individuals 
isolated in the kayak frequently developed 
disorders characterized b 


y anxiety, phobias 
and pseudo-hallucinations. But the best- 
known examples of what may turn out to be 


Specific sociogenic disease are the so-called 
isolation paranoid states (Braun, 1928; 


. * Tt must be remembered that in the human 
Situation every aetiological element exists in a 
non-pathologic degree. Isolation, for example, is 
important in the lives of all of us who have 
occasional need for complete privacy. At another 
level of intensity, a given isolation may create 
varying degrees of Stress; some individuals will 
adjust, while for others there Will be non-specific 
—or even Specific—manifestations. 
and others with pre- 
present a lower th 
stable and might 


nar Neurotics 
existing mental illness might 
reshold than the relatively 
manifest different Symptoms. 
With greater stress, certain non-specific elements 
may affect everyone, giving rise to the non- 
specific symptoms noted by Selye. Perhaps there 
is an isolation of sufficient Severity and duration 
as to develop paranoid behaviour 


in all or nearly 
all individuals subjected thereto. 
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Kehrer, 1928), to be found in our day in the 
‘solitary’ cells of prisons (Nitsche & Wil- 
manns, 1912), in refugees who are restrained 
from communication with their captors or 
others (Allers, 1920), and even in the 
relatively self-imposed isolation of the hard 
of hearing (Kraepelin, 1927). There is 
also the highly suggestive historical account 
of an individual isolated early in life for 
a prolonged period—the famous story of 
Casper Hauser (Singh & Zingg. 1939). 
All of these states, however, are relatively 
complicated in comparison with the exact 
experimental situation—and the largest 
amount of data, limited as they are, concern 
the prison psychoses of solitary confinement* 
—but none of them fulfil our operational 
definitions of specificity or multicausation 
and none have been followed through in a 


controlled fashion according to the inductive 
mode of investigation. 


(b) Social isolation and paranoid schizo- 
Phrenia 


Because no mental disease of sociogenic 
origin is universally recognized as such in 
man, be it specific or multicausative, it was 

* Paranoid Psychoses occur with greater 
frequency in Solitary confinement than for group 
imprisonment, and they tend to disappear with 
release. But not all individuals develop paranoid 
Psychoses in these circumstances, Moreover, they 
tend to 
ment fo; 
the six 
Prison 
Personalities than the general population, which 
some 


Psychosis. A similar int 
fact th: 


pr 
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decided to search for the evidence of each 
aetiologic type amongst the published studies 
on the schizophrenias. This choice has double 
merit. First, in doing so one is confronted 
With the usual procedure, for investigation in 
human matetial—the confrontation of the 
Clinical manifestations and the utilization of 
the deductive approach for ascertaining 
aetiologic clues from them. Second, since the 
greater the incidence of symptoms and signs, 
the greater the likelihood of determining a 
disease picture, the overriding number of 
Clinical and experimental studies of the 
Schizophrenias make these appropriate for 
this aetiologic inquiry. Isolation as a specific 
and as a non-specific cause have both been 
Studied in this disorder. Most clinicians look 
Upon schizophrenia as a syndrome or series of 
Syndromes. Hence the term ‘the schizo- 
Phrenias’ (Bleuler, 1950). More students of 
Schizophrenia than not subscribe to pluralistic 
9r mixed aetiologies of physiogenic, psycho- 
Senice and sociogenic origins (Kraepelin, 
11 Bleuler, 1950; Meyer, 1908; Jung. 
957; Stromgren, 1957 ; Hoff, 1958). 

“we are, however, those committed to the 
| ү that individual specific diseases. of 
PaySlogenic, psychogenic or sociogenic origin 
ntribute to the syndromic schizophrenias. 
sud evidence, these proponents cite such 
gente as Gjessing’s (1935) periodic thyro- 
Рус) Catatonia, benzedrine schizophrenic-like 
aire (Tatetsu, 1963), chronic alcoholic 
tet (Noyes, 1935), bromide schizo- 
treated. Psychoses (Levin, 1946) and malaria- 
Beneta] partially recovered or arrested cases of 
Boing s erai (Gerstman, 1925). The fore- 
Specific T proffered as examples of organic 
Syndrom Iseases, showing the schizophrenic 
Origins Ка Most students recognize that these 
Ccount, at best, for only a very small 

A tea of the schizophrenic patients. | 
Sut in other investigators have carried 
ы е ш, studies, they have not аз yet 
vi ence more positive or even as replicable 
fro th of multicausation as may be drawn 
Althoy 4 foregoing citations of specificity. 
£h the author has a personal leaning 


for the conceptualization of specific schizo- 
phrenic diseases, the data for the proven 
aetiologies on a single specific or multi- 
causative level are not extensive enough to be 
of scientific value in the overwhelming 
number of schizophrenic patients. They do 
not, for instance, exclude the possibility of a 
true schizophrenia (of genetic origin) and 
other schizophreniform psychoses as postu- 
lated by Langfeldt. 

Nevertheless, it is of interest to examine 
some data from various sources that point to 
at least contributory factors from isolation or 
other socio-cultural stresses. These comprise 
a large number of reports, of which the fol- 
lowing are probably noteworthy, though at 
best only suggestive. The ecological studies 
of Faris & Dunham (1929), substantiated by 
a number of investigators (Schroeder, 1942), 
showed the highest incidence of schizo- 
phrenics in the zone I (down-town rooming 
house) areas of large American cities. Dun- 
ham’s (1959) most recent studies, however, 
point to this fact as an effect (that of drift) 
rather than a causative sociogenic factor. 
Schizophrenias are common among prison 
psychoses, whereas manic depressive psy- 
choses are rare (Mayer-Gross, Slater & Roth, 
1960). Paranoid schizophrenias are more 
common than the other subtypes among the 
hard of hearing (Ziskind, 1954). Myklebust 
(1960) found that individuals completely deaf 
from meningitis in childhood (hence most 
isolated) show abnormalities in the schizo- 
phrenic and psychotic range of the Minnesota 
Multiphasic Personality Inventory (MMPI); 
whereas the hard of hearing (partially deaf) 
are more prone to show abnormalities in the 
neurotic range of the test. Isolating effects 
produced through distortion of communica- 
tion by parents in families of schizophrenics 
are emphasized by Lidz, Cornelison, Terry & 
Fleck (1958) and others (Wynne & Singer, 
1963). Children isolated under the influence 
and training of parents committed to mystic 
religions in which they ‘talk to God’ 
may suffer conceptual deprivation from lack 
of confrontation by other children, so that 
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they fail thereafter to have good reality 
testing. Among schizophrenics, introverts 
have a poorer prognosis than extroverts 
(Mauz, 1930). One might question whether 
the isolation in the reports by social scientists 
in the social stresses of marginality (Stone- 
quist, 1937) and anomie (Durkheim, 1897) are 
predisposing to schizophrenic illness. All of 
these findings, suggestive of isolation stress, 
favour a multicausative non-specific aetiology 
rather than one of specificity, but are proof of 
neither. 
It would be interesting to speculate that 
social isolation by depriving or impairing 
man's most distinctive asset, language com- 
munication, leads to a specific sociogenic 
disease characterized by a disorder of con- 
ceptualization and thinking. It would not be 
difficult to establish a relationship between 
the four common types of schizophrenia on 
the base of a disorder of thinking. The isola- 
tion paranoias noted above might be part of 
the same disease. However, the proof is not 
available for specific isolation schizophrenic 
disease—nor is it available for a pluralistic 
aetiology of schizophrenia. Although schizo- 
phrenia highlights the difficulties of aetiologic 
Studies in behavioural disease, so much re- 
search has been done that this disorder may 
lend itself to therapeutic trials with various 
suggestive causative factors as indicated below. 


Discussion 


In our search for examples of proven 
sociogenic behavioural or mental diseases the 
, 


conceptualizations and operational definitions 
presented above have been of greatest value in 
making what little strides towards our goal 
that may have been accomplished. The 
medical model of a disease; the dichotomous 
definitions of specific and multicausative 
diseases based on the presence or absence of 
sine qua non aetiologic factors respectively. 
leading in the former to unique manifestations 
in pathology, symptoms or Course; and the 
inductive and deductive modes of study in 
animal and human experimental and clinical 
material, may now assist in assessing the 
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degree of success in the search for models for 
research and therapy. А 

In the quest for a model for а specific 
sociogenic disease, the example for the stress 
of isolation asa specific aetiologic factor comes 
from the animal studies of Hatch ег al. (1963). 
It seems to fulfil the Virchow criteria and the 
findings were established by the inductive 
method. Although the uncovered pathologic 
and clinical manifestations are meagre as 
compared to the knowledge of most diseases, 
as a start in this sociogenic field of inquiry, it 
is highly suggestive. 

The specificity of the sociogenic stress is 
suggested (but not proven) by the fact that 
pathologic findings disappeared when the 
isolation was removed. Likewise, prevention 
of isolation through pairing animals under 
conditions otherwise similar to the experi- 
mental one was prophylactic. Although more 
data will be necessary to show whether isola- 
tion can be demonstrated to be the sine qua 
non factor, the burden of proof is to show that 
any other aetiologic agent can produce an 
identical clinical spectrum. 

, Furthermore, fragmentation of the isola- 
tion situation into many component parts, e.g. 
Sensory deprivation, confinement, immobility, 
Social isolation, cold and fear, does not in 


itself negate the lack of the whole ensemble of 
Social partici 


pation as the specific aetiologic 
factor any more than breaking down a known 
causative bacterial agent into its various com- 
ponents of toxins and other antigenic chemical 


Constituents interferes with its designation as 
the specific aetiologic agent. 

How far can this example of a specific 
Sociogenic disease be duplicated in man? In 


the human material, proof for a specific isola- 
tion disease is hard 


the circumscrib d rv nna by pacar 
The inductiv co experimental poss pec 
Chiefly t. € experimental material is limite” 
ce 5d © acute sensory deprivation exper 
nts. Deductive studies from Kayak diseas® 
and the isolation Paranoid states (solitary 
oe Psychoses, paranoia of the hat , 
. Nearing, paranoia of language-communic? 
tion-deprived refugees) have not yet yield? 
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proven examples for replicable causative 
models. In the schizophrenias likewise, no 
proven sociogenic example has been un- 
covered—in fact, what few demonstrable 
models exist are organic specificity models, 
eg. benzedrine psychoses. Although the 
Sparse data for the animal isolation disease 
needs amplification, the more complicated. 
richer human data are less refined but should 
not discourage the search for a specific isola- 
tion disease. Should demonstration of such a 
disease include sensory-deprivation life-situa- 
tional symptoms, isolation prison, refugee 
and deafness paranoid syndromes, and the 
Paranoid schizophrenic groups, then advances 
in the direction of prevention and cure might 
be anticipated, particularly in early cases. The 
isolation effect during developmental years 
With the passing of critical periods during 
Which some normal attitudes and traits can no 
longer be achieved complicates the establish- 
Ment of aetiologic proof. The defects in child 
Isolates, e.g. Caspar Hauser, are obvious. The 
latter and even post-maturation effects in the 
uman call urgently for more elucidation. 
* animal model should be amplified, and 
mou models, both specific and non-specific, 

ould be sought for. 
es Our pursuit of examples that include 
<a factors, what then are the 
енн to be learned for research and 
Ment? They could be enumerated as 

Slows: 
Nu A example of specific disease is to be 
Benie a readily in sociogenic and psycho- 
rs han in physiogenic disorder. There are 
lie ips examples of the latter in medi- 
earin h Sociogenic disturbance, the data 
вену рп pluralistic aetiology are more xo 
for eith han those for specificity, but the proo 
a Uctive to serve as a model is sparse. The 
in itate approach in animal experimentation 
tio diss that specificity for sociogenic isola- 
exc], 56456 is probable—at least, is not to be 
ed for the present. 

Steate cause specific aetiologic factors yield 
tio Potential for treatment and preven- 
* "€ search for these must go on con- 


ci 
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tinuously until such time as other convincing 
aetiologic data are established. 

(3) The recognition that isolated symptoms 
or symptom-complexes are usually too limited 
to be sufficient bases for specific aetiologic 
studies is not usually appreciated. The genesis, 
vicissitudes and outcome of all the symptoms, 
including the non-syndromic manifestations, 
are more likely to lead to identification of a 
specific disease and of the unique signs even 
though they contain some syndromes or 
symptoms shared with other specific agents. 

(4) Although numerous aetiologic elements 
are known that produce the same syndrome, 
treatment for all when none has been identi- 
fied for the individual is rather hit-and-miss, 
often impractical or impossible, and might be 
harmful. Such is frequently the (clinical) 
dilemma induced by therapy based on non- 
specific effects or multicausation of syndromes 
of unknown origins. All the considered 
aetiologic factors for the syndrome might not 
include the one specific to that patient; or 
there may be an unknown one yet to be 
discovered. 

(5) In the absence of established knowledge 
of specificity or non-specific multicausative 
aetiology, the foregoing considerations suggest 
that experimental and practical verification 
for each aetiologic agent in the individual 
patient can be attempted by increasing or 
decreasing the particular stress in question 
and noting its effect. (Allowance must be 
made, of course, for suggestion, for the 
resistant or irreversible manifestations because 
of long duration, and for other controls.) This 
procedure, although not new, should be 
utilized under more rigorously controlled 
conditions than have been customary in the 
behavioural sciences by reason of the pre- 
vailing attitude that multicausation is the rule. 
This view has often obtained because of the 
failure to recognize (a) that sociogenic 
specificity does occur, (b) that manifestation 
of the specific aetiologic agent may be 
modified or disguised by secondary factors, 
and (c) that there is an overriding value in 
demonstrated specificity for therapeusis. 
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The utilization of the acute ‘therapeutic 
trial’ referred to here probably пш 
amplification because it has not been E e- 
quately exploited as a research too a 
psychiatric practice. To be most effective : e 
contrasts must be great. If one suspects iso la- 
tion as an aetiologic factor, then the trial 
could best be carried out by noting the effects 
of intense social participation for a brief 
period, perhaps one, two or three days con- 
trasted with one, two or three days afterwards 
of complete isolation. As a technique this 
would need to be worked out for details and 
evaluated further. The principle is sound 
(barring the complications noted above) and 
may apply to many other Stresses. 

In the management of schizophrenic pa- 
tients with psychotropic drugs the utilization 
of this technique of drastically changing the 
medication (e.g. halving or doubling the 
dosage) has often permitted us to decide 
conclusively and quickly whether the acute 
appearance of symptoms was a side effect of 


the prior medication or an exacerb. 


ation of the 
illness. 


Obviously the problem is more com- 
plex with sociogenic stresses but it may prove 
to be quite practical. At least our current 
deliberations to this point have stimulated us 
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to explore ways and means by which this 
technique might be applied. 


CONCLUSIONS 


(1) Specific causation of disease for ae 
individual sociogenic stresses seems quite 
probable. The model established for isolation 
disease in the rat should be explored further 
in man and might be used as a prototype for 
other researches into socio-cultural aetiologic 
factors. | 

(2) Multicausation in the non-specific sense 
described herein has not been established by 
proven examples either in animal or man. n 
presence has not been disproved and search 
for evidence that it does exist should continue. 

(3) Suspected individual aetiologic factors, 
опе at a time, should be investigated in a , 
Systematic way with controlled attempts to 
ascertain the significance of each wherever 


Possible, by increase or decrease of the factor 
in individual patients. 


Carefully chosen 
lishing s 
althoug 


experiments for estab- 
Pecific cases are highly desirable— 
h the difference in species when 


+ H H a 
animals are used will continue to be 4 
formidable barrier and wa 


А [ 
rrant great caution 
in interpretation, 
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Two cases of auto-castration due to religious delusions 


By A. W. KUSHNER* 


Auto-castration is an extremely rare event 
today, although it was relatively common not 
too many centuries ago. As a result there isa 

+ Paucity of cases recorded in the literature; 
and the vast majority of these have been 
"^ Written up superficially. However, more 
Tecently cases have been reported in depth 
(Hemphill, 1951; Esman, 1954; Cleveland, 
1956), In 1963 Blacker & Wong collected a 
Series of patients and attempted to bring out 
the similarities between previously published 
Cases and the four that they described. How- 
" En although they did manage to abstract 
*Veral common factors (over-controlling 
dar Who insisted on submissive maso- 
1 responses from their sons, the absence 
терге Petent male with whom to identify, 
feud pathological feminine identification, 
Built lation of their genitals, and relief of 
tion), Shame and anxiety by their self-mutila- 
айу they also pointed out that there were 
3 ie differences between the cases and that 
t ros factors were not sufficient reason 
Шаа auto-castration. This was under- 
It ig ү Schneider, Harrison & Seigel (1965). 
üs fro, difficult to draw accurate conclu- 
impossibte retrospective studies because it 15 
Y erwe : to consider the many others who 
FW nt similar influences without showing 
Blacker, final result. It may very well be that 
final es & Wong were aware of this in their 
ас ань asion that ‘the propensity for this 
- life ex es out of a particular constellation of 
trate Periences’, The two cases below illus- 
' because. PE and are of particular interest 
eh Since E their atavistic presentation. 
as been e antiquity of man, self-mutilation 
Pare op | Performed willingly by some people as 
Useq the 27 religious rites. Lewis (1928, 1931) 
hoenician belief that Eshmun, the 


Sio. 


* 
T 
ngleton Hospital, Melrose, Scotland. 


beautiful god of spring and a favourite of the 
populace, castrated himself to avoid the 
advances of the mother goddess Astronae to 
label auto-castration as the Eshmun complex. 
Menninger (1938) cites numerous other 
examples in ancient religions. One might 
expect that if mythology represents the ideal 
of religious aspirations, auto-castration (either 
real or symbolic) would be willingly performed 
by adherents to these various religions. This 
is indeed so. According to Frazer (1923), the 
self-castrated priests of Attis were common 
sights on the streets of early Rome. Menninger 
(1938) comments that a clear impression is 
obtained that ‘the self-mutilation served the 
purpose of offering the supreme sacrifice of 
the sexual life in favour of the devotion to the 
highest (known) good’. As time went on, the 
self-mutilation became increasingly symbolic. 
For example, many religions substituted 
circumcision; and despite its spread outwith 
the bounds of these religions today, sub- 
consciously it still seems to represent castra- 
tion (see the emotional outcry both pro 
(Newill, 1965) and con (Woodmansey 1965) 
following a paper in the British Medical 
Journal describing a simple method of cir- 
cumcision). In some religions it was replaced 
by celibacy. Moore (1959) wrote: * From the 
times of St Paul on, there was à body of 
celibates, men and women in the Church of 
whom the Church was proud. Those who had 
decided to live a celibate life and to carry out 
various kinds of renunciation soon attained a 
special position in the Church, even when they 
did not enter the ranks of the clergy. How- 
ever, as recently as 1759 a religious sect in 
Russia, the Skoptsi, believed that it was 
necessary to atone for the sexuality of Adam 
and Eve by an extension of the Lex Talionis 
to mass castration, and in eastern Russia 
whole communities embraced this idea 
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(Menninger 1938), possibly a folie en masse. 
It is not inconceivable that with this back- 
ground, sporadic cases of self-castration 
because of religious ideas (or delusions) will 
occur. The two cases described below fall into 
this category. 


CASE HISTORIES 
Case 1: age 37 


The patient is the third of four siblings. When he 
was aged four his father divorced his mother on 
the grounds of adultery, and was granted custody 
of the children. The father worked sporadically 
as a labourer, drank to excess and frequently 
explosively lost his temper. The patient’s paternal 
grandmother lived with the family until her death 
when the patient was aged twelve, and was 
described by an aunt of the patient as being 
“temperamental and queer’ and who, during out- 
bursts, was prone to ‘throw knives around’. His 
eldest sister’s marriage was annulled at the request 
of her husband because of non-consummation 
and she now lives the life of a recluse. The other 
two siblings are married and well i 
members of society. 
= a child, the patient was cont 
manding of attention and threw fre: uent 
He was unable to form stable е а, 
had but one friend whom he occasionally saw and 
with whom he frequently quarrelled. His schoolin 
was uneventful, and he left at the age of fourtee : 
He then had several Short-lived jobs which n 
сев. left. He did his National Service in t 
atering Corps an i is di 
essc d Ы rps EUR following his discharge he 
At the age of twent 
chambermaid following 


ntegrated 


inually de- 


y he married а hotel 


a bri i 
relationships were said to cea € Ee 
and there are two daughters to this marria ^ Es 
patient was extremely jealous of his wife "This 
caused considerable tension, and nine years aft А 
the marriage (1954) his wife left him to live itk 
another man, taking the children with he s 
then quit his job, started to drink heavil i 
was frequently in the hands of the palin d : 
minor misdemeanours, He mad e 


IO € several desulto 
attempts at obtaining a divorce; and in 1962 7 
was eventually finalized. а 


He was first seen by a iatrist i 
à psychiatrist in, 19. 
following an overdose of aspirins, but was we 


followed up. He was seen again the following year 
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at the request of his relatives. He had become 
preoccupied with religion and spent much of his .; 
time trying to interpret the Bible. As well as this f. 
he was auditorily hallucinating, had ideas of 
reference and showed incongruity of affect. He 
was diagnosed as suffering from schizophrenia 
and admitted to hospital for thirteen months. 
Following this, he persisted. with his religious 
ideas, and frequently preached in public. His 
religiosity was a source of great irritation to his 
family, and he was eventually ordered out of his 
home following an incident when he arrived 
carrying a religious sign after having shaved his 
head. He continually sought means of * purifica- 
tion of the spirit', and almost died during one 
attempt when he went into the hills in mid-winter 
to meditate. (He was found in a comatose state 
by some shepherds.) However, despite (or 
because of) this, his seeking for purity alternated 
with episodes of drunkenness, aggression, mastur- | \ 
bation and promiscuity followed by profound 
guilt. 

In August 1960 he performed a bilateral 
orchidectomy on himself. He applied a ligature 
to his Scrotal skin, and arrived at the hospital 
carrying his testes in a box; and claimed that he 
e castrated himself as ‘a freewill offering (0 
God - Upon direct questioning he elaborated— 
After long consideration I decided on the Lord ? 
teaching to emasculate myself that I may wal 
unimpaired, Work at peace and re-live the neW 
life." His affect was described as one of ‘extrem? 
ecstasy’. “His thought content was solely ° 
E o ideas, but there was no evidence of idea 
ана or hallucinations at that time. © 
Оле кыы be preoccupied with purity, and V 
Peca hen oae з fake his chlorproma?" 
was тз: y сп wets impure, His ‘rer? 
grandiose y labile, varying from ext jent 
apgressi religiosity to outbursts of VIO pi 
a Which eventually culminated in 
more settled and eo Eventually he Desi 
1962. e was discharged in AU 

Ei j js 
eques s Prior to his amputation of P 
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what he had done, and therefore he had to ‘ex- 
communicate’ himself from his past life. He said 

f that he had read the Bible and was deeply im- 
Pressed with Matt. xix. 12: ‘and there be eunuchs 
Which have made themselves eunuchs for the 
Kingdom of Heaven's sake'. He did not agree 
When it was Suggested that perhaps Matt. xviii. 9 
CAnd if thine eye offend thee, pluck it out and 
cast it from thee. ..’) might be more relevant. 
Accordingly he calmly made preparations for his 

` emasculation. He purchased a block of wood and 
E open razor; and then waited for a fortnight 
Until he again felt sexual desire. Hethen amputated 
nee threw it into a prepared fire, waited 
Font р was sure it had been destroyed, and then 
2 be Seek aid. On admission to the psychiatric 
bie al, the only symptoms to be found were his 

ien v religiosity, Occasional blocking, a great 
frd. circumlocution because he was unable to 
М ind me to express his metaphysical ideas, 
Sn X ity of affect frequently inappropriately. 

fee Sc no evidence of hallucinations. In all 
Sight ^ mea he was normal. He had some in- 

in the : nat he said, *Even if I do get certified and 
bras yes of the world I am mad it is far better 

e to have cleansed myself". 

with LY = 1960 he had formed an attachment 
"site her tr had met at a religious meeting; and 
: nowledge of his auto-castration and 


35 labi] 
€ behaviour, sh i isit hi 
Tequent] » She continued to visit him 


is Y !n hospital, and has carried on with 


аем to the present time. This and the 
© only stg 1папсіа] Support of his daughters are 
to ы able factors in his life, which continues 
ері des I: bizarre religiosity punctuated with 
es as 9! aggression and emotional instability. 
Make him een treated with trifluoroperazine to 
ther, peniti receptive; and with supportive psycho- 
Maintain 1С Sessions. It has been possible to 
оцта] 1m out of hospital by entering into his 
cia} y ape em and manipulating him into 
aigu, Proved behaviour by presenting this 
1 a religious form as being God's will. 


© 
2: age 41 
; hy die pati 


ather 211 is the youngest of three siblings. 


E e 
win’ d When he was aged two and is not 
a is mà He had a very close relationship 
М: Sther, who ‘idolized’ him but fre- 


Critic; " 
nne "ized him because of his lack of 
© was ever in a fight with his peers, 
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he felt extremely guilty because he felt he had 
shamed his mother. His two elder sisters are 
married and well integrated members of society. 
Two maternal aunts have been hospitalized for 
schizophrenia. 

He remembers his childhood as being very 
lonely, unhappy and marked by feelings of in- 
feriority. He was continually the butt of his 
friends because of his great height and thinness. 
Although he had several friends, he never sought 
them out; and his hobbies were all solitary ones. 
His schooling was uneventful, and he left aged 
fifteen with a Junior Leaving Certificate. Until 
his first hospitalization at the age of thirty-six in 
1960 his work record was exemplary. Following 
the death of his mother he emigrated to Canada 
and eventually was employed as a senior clerk in 
the Toronto head office of a large company. 

He obtained his sexual information from his 
peers, and masturbated regularly until his thirties, 
feeling constantly guilty for doing so. He says 
that he was always afraid that people would 
consider him a homosexual because of his 
‘gentle’ nature, but has never had any overt 
homosexual experiences, and denies any homo- 
sexual impulses. Although in his early twenties he 
occasionally picked up a girl, he always stopped 
short of intercourse because of fear of con- 
tracting venereal disease or causing pregnancy. 
He never feared impotence, and his feeling 
regarding the performance of intercourse was 
supposedly neutral. He has never had a steady 
relationship with a girl. Just prior to his first ad- 
mission to a hospital he said that he felt a spiritual 
relationship for a female co-worker, and once felt 
his ‘soul enter her body in a nebulous way ^, but 
he never told her about this. | 

Although he had always been shy and with- 
drawn, prior to the age of thirty-five he had 
always been able to cope with his life. Suddenly, 
‘like a bolt from the blue’ with no apparent 
precipitant he felt deep religious feelings and was 
baptized. From this time he spent almost all his 
waking hours reading the Bible and meditating on 
religious matters. Because of this, and because of 
the antagonism of his colleagues whom he tried 
to convert, his work deteriorated and hospitaliza- 
tion was considered necessary. He was discharged 
four months later after receiving 22 E.C.T.’S. 
However, he soon relapsed and by the following 
year his ideas had crystallized into a permanent 
bizarre form. He felt that the New Jerusalem 
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would be constructed in outer space, and the 
godly would be transported there in flying 
saucers. His work capacity had again deteriorated 
to such an extent that he was sacked and had to 
return to Scotland. 

Following his return, he lived on his savings 
and spent much of his time interpreting the Bible 
and often wrote letters to the British Inter- 
planetary Society. He frequently thought about 
the moment when he felt his soul enter the body 
of his colleague and felt and desired that this 
should be his ultimate destiny. He was still 
masturbating occasionally, and he felt that he 
would lose this destiny if he had anything more 
to do with the ‘sex life of this world’, Like the 
previous patient, he felt deeply influenced b 
Matt. xix. 12 and hence decided to castrate him- 


self. He too denied the possibility of being in- 
fluenced by Matt. xviii. 9. He Was sure that he 
had castrated himself in Search of purification 
and not because of feelings of guilt. After making 


the decision, in 1962, he delayed severa] weeks to 
- He received this the 


speculation. In an attemp 
started on an exclusive die 
and honey. Eventually he 
working, so he left his job 
and took to sleeping rough 


up by the police, about his 
well-thumbed Bible. 


Examination upon admission showed a well 


A. W. KUSHNER 


encapsulated set of religious delusions concerning 
angels in flying saucers from whom he was 
receiving ‘trains of thought’ telling him that he ' 
must purify himself so that he would be enabled 
to act as pilot ferrying the godly from Earth to the 
New Jerusalem being built in outer space. He 
produced considerable evidence, both Biblical and 
personal, to support this idea and was almost con- 
vincing. No abnormality whatsoever, apart from 
some flattening of affect, was detected when 
talking about neutral topics. 

After his recovery from malnutrition, a job was 
found for him and he has been maintained on 
trifluoperazine and supportive psychotherapy. 
His delusions were used to manipulate him 
towards social compliance and it has been 
possible to maintain him in the community. 


DISCUSSION 


These two patients are obviously suffering 
from a paranoid schizophrenic illness. The | 
aetiology of Schizophrenia per se is far too 
complex for discussion in a paper like this, 
but one may note that the patterns of their 
early family interrelationships are similar to 
those described by workers who have been | 
Studying the family dynamics of schizo- 
Phrenia (see, for example, Weakland 1960-) 
er in the cases of Blacker & 
em is why their schizophrenlC | 
rm it did. Both these patients 
uilt ridden, especially gem 
h y. Patient 2 inually talke 

about his fears that he PR ers ш a 
nd patient 1 suffered paroxysm 
hi Ing his promiscuous behavioUf 
ae fo е) аца. да за 
affair in "md > prolonged cup 4 
likel ch he Played the passive role. It fy 

y that they continually tied to repres 
ndencies, and the anxiety th" 
used them to strive for purity 
as they saw it, 


Omosexua] te 


П our Societ "d wel. 
accepted medium i, BO" forms a relief 
rom guilt, ү Which to obtain o 


xy - It is par ma 
Teligions, parti 1 Р His ethos of jant 


= Sinful, to even re 
f 1t and to seek 
` _ Quite common i 
suffer guilt an 


lish his depravity as they see 
redemption. Therefore it is 
n our society for people who 
ae d anxiety to seek solace in 
religion by fervently embracing its concepts. 

Ог people who come to religion for this 
Teason, it is likely that the greater the guilt 
and anxiety, the greater the fervour with 
Which the religion is embraced. The question is 
‚ Where to draw the line between normal and 
Pathological religiosity. In other words, when 
Ses a religious belief become a delusion? 

Inding an answer is made even more diflicult 


duds suns of people like William James 


uths. He goes even 
» "Often, moreover, these 
factors in their career have 
give them religious authority and 
Society therefore tolerates wide 
n religious thought, varying from 
Pticism to extreme mysticism and 
it was more often than not the 
c had their freedom and often their 
ailed and the latter who were re- 
cause of this, in most accounts of 
ons, religious delusions per seare omitted, 
When they are sufficiently bizarre 
as delusions of grandeur or 
,, Both ofu, upon which way they tend. 
Ought а ese Patients had put considerable 
belie ЛЧ meditation into their religious 
> Which acted as a defensive reinforce- 
distop ie their guilt. Reality had to be 
i epi they were constantly looking 
" al references to support this distor- 
nateg ence, they were argumentative, opinio- 


d to 
influence’, 
differences i 
Xtreme sce 
the past 
mer who 


› Spending 


= ‘nd insistent that their beliefs were 
- Surf never their anxiety came to the 
She, these defences had to be strength- 
theip р. е1 delusions became more bizarre and 

s fai ‘cal references more concrete. This 


his age * Seen in patient 1, who at the time 
"s Tation probably had not come across 
` ^4 and hence would only give as a 
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reason that he had done it ‘as a free-will 
offering to God —almost like а church collec- 
tion. In both cases the decision was taken well 
in advance, adequate preparations were made, 
and the deed was done in à state of clear 
consciousness. Neither of them feel any 
regret; and although patient 1 had sufficient 
insight to recognize that in ‘the eyes of the 
world he would be mad^, he was not deterred. 
As far as their management is concerned, it 
is doubtful if deep interpretive psychotherapy 
will be of much value, at least for the present. 
Their delusional systems, albeit bizarre, are 
fairly well systematized; and aside from that 
they are reasonably well integrated. Because 
of their religiosity, and their relationship with 
their therapist, religion can be interpreted for 
them to motivate them in more socially ac- 
ceptable directions. It has been difficult, but 
during the past months they have been 
moving towards more socially approved 
religious ideas, and have been working in the 
community with less desire to proselytize 
their peers. It is probable that this will con- 
tinue in the future, but it is unlikely that they 
will ever be independent of treatment, either 
psychotherapeutically or chemotherapeuti- 
cally. 
SUMMARY AND CONCLUSIONS 
Two cases of auto-castration occurring as a 
result of religious delusions are described. An 
outline is given of the historical antecedents of 
castration occurring in a religious setting, and of 
the difficulty in deciding when a religious idea 
becomes pathological. The probable underlying 
motivation is discussed: a propensity to schizo- 
phrenia; repressed homosexuality; a religious 
milieu which emphasizes sin and seeks redemp- 
tion; and over-extension of these ideas into delu- 
sions and ultimately a concrete interpretation of 
Biblical references which would support them in 
their active quest for salvation. Brief mention is 
made of their treatment, which consists of using 
religious interpretation to motivate them into 
more acceptable behaviour. 
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Psychodiagnostic appraisal in the light of recent theoretical 
developments 


By J. D. SUTHERLAND,* H. S. GILL} AND H. PHILLIPSON} 


m Psychotherapists hitherto have not devoted 
Uch attention to the problem of quantitative 


ass 
,.essment. It occurred to us that recent de- 


the рте in ego psychology, the concept of 
eip id the theory of object relations might 
Pape ёа fresh approach to be made, and in this 
т iis describe some exploratory work in 
ion оре that it may stimulate fresh contribu- 
5 to this important task. 
ion namic appraisals are concerned 
oe needs that the patient seeks to satisfy 
ip ,elationships, Normally when a relation- 
Jorm iis is being sought and expressed, the 
Priate the associated behaviour is appro- 
Words €g. the posture, gestures, choice of 
Spe With their feeling tones, and the manner 
o е ch are of a piece. The resources of the 
Mine a lunt through past experience deter- 
Omina, Огт of behaviour which expresses the 
Priate e feelings or needs in the most appro- 
tives o, Nd integrated manner. Conflicting mo- 
the 5 affects, by contrast, are noted when 
ing, “te various kinds of incongruous or 
thay PIopriate features within the behaviour 
an Be the consciously sought relationship; 
troy though the ego tries to maintain a con- 
lo the ОУ motor behaviour is appropriate 
Needs main r elationship it seeks the conflicting 
Some 21е seldom completely blocked from 
beh vi *havioural manifestations. The total 
Ret EM form thus reflects the interplay 
ч the "ompeting relationship needs activated 
Person, 
Toms oe which is one of the more refined 
‘ame an behavioural expression, reveals the 
Ose relationship between its formal as- 


T» = "ie Director, Tavistock Clinic, London. 
“зде Pal Psychologist, Tavistock Clinic, 


to 
hi 
s "Sf Psychologist, Tavistock Clinic, London. 
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pects and the range of dynamic systems actively 
associated with it. The choice and arrangement 
of the expressive words match the underlying 
affects and can be used to detect the harmony 
or otherwise of these feelings. The role of in- 
trusive conflicting relationships is most fami- 
liar in slips of the tongue, but there are clearly 
many ways in which the formal aspects of ver- 
bal communication can be influenced by such 
conflicts, e.g. in blocking, inhibited phrasing, 
choice of inappropriate words, the free or re- 
stricted use of affective words, etc.* When, 
therefore, a ‘test’ situation is used which de- 
mands a specified form of verbal response con- 
cerning the individual’s experience and mode 
of relating to others, then the way in which 
the specified form is met will give information 
about the relevant strengths of the ego and 
conflicting systems. Analysis of the form of 
the response can give a more standardized and 
quantitative assessment of these competing 
systems in the functioning of the personality. 
Furthermore, relating the form to the content 
helps to identify the interfering systems and to 
appraise the resources of the ego in achieving a 
synthesis or otherwise. 

In such a test, the stimuli to be presented 
should be those which are particularly evoca- 
tive of relations existing between parts of the 
self and between the self and others. Words 
and pictures have both been profitably used in 
the past as stimuli. We chose to work first with 
words becausea series of stimulus words could 
be prepared much more readily than a series 
of pictures. 

Since we assumed that the basic mode of 
relating to the self, to others and to the physical 
environment is reflected in the syntactical unit 

* A good example of studies in this area is one 
by Lorenz & Cobb (1953). 

Med. Psych. 40 
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of everyday speech, namely the sentence, we 
decided, in contrast with the traditional use of 
the word-association test, to ask for the spon- 
taneous personal reaction in the form of a 
sentence. The sentence has a subject inter- 
acting (transitive verb) with an object, or else 
it depicts a state of being or activity by the use 
of an intransitive verb. The quality of affect in 


the relationship is often further indicated by 
the use of qualifying words, adverbs and 
adjectives. 


AN EXPLORATORY TEST 
Choice of words for the stimulus series 
The stimulus words were chosen to em- 
phasize the various roles in a Tange of human 
relationships and their associated affects, Pre- 
ference was given to Words уу 
variety of relationshi 


meanings, e.g. BEAT, MEAN, Parr, Approxi- 
mately one-third of Шон 


Separately, were Toughly com 
half of the series (1 


and ended with thi i 
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and a few at the end to affect a feeling of 
‘closure’. "m 

(The final list of stimulus words is given in 
the case study on pages 306-12.) 


The form of response required 
As stated, personal reactions were required 
in the form of a sentence because a -— 7 
With its subject, verb and object reflects kc 
relationship evoked by a stimulus in the tes 
Situation. As the smallest unit expressing 920) А | 
lationship, the sentence provides information 
of a greater range, within better-defined boun 
daries, than is possible with the анаар" 
associational words or phrases. Compare, a 
instance, the following four responses to (С 
stimulus word SUBMIT, The first two would 
typical of traditional word associations. b 
last two represent the majority of respons" 
under instructions to respond with a sentenc"* 
(1) Failure. (2) Headmaster. (3) I usually d? 
(4) One must submit to higher authority. 


The Statement about the self-sufficiency of 
unit of anal 


8 n 
Often a sentence leaves many questions Y 


a 
answered. But in our view the most шей 
approach was to obtain а large number pd 
brief Tesponses to a wide range of stimuli vay 
thus make it Possible to assess quantitativ of 
the functioning of the ego in a large variety 
relationships itten 

We found it convenient to ask for e 
responses and to administer the test in a 810. 
f 

t 

5 

5 

f 

) 


e ^ 
1 
Setti i сай j 
ing. The words were printed on large | 
1 
D Selection of subjects | 
_ The most | 


= Ё e. 
ysis is, of course, a relative O” 


and exposed one at a time at intervals, à 
Seconds, This time proved suitable to 8° 

а 

ға? 

inst, "portant test of the efficacy о, 

rumen designed to detect changes in Р: 

Sonality fun 


0 
сі 
the first Spontaneous reaction of the subje? 
and t 
die 
Я ctioni i om stu! 
With qj Ding will come fr oo 


initi. 
к O detect defensive recovery after init 
Interference, 
© same pati ifferent stage? ; 
treatment Patients at diffe уй 


efore, during and after. Ада 
Cal Dsychot егару, Whether conducted thro?” 


Psychodiagnostic appraisal 


wes Or individual settings, takes usually 
SG eis to produce substantial effects. As an 
at m measure, however, comparable groups 
suffi; erent Stages of treatment could give 
a “lent evidence to establish the value of the 

Рргоасћ, Satisfactory evidence of reasonable 

r Bnostic ‘power’ would be obtained if the 
"i results were achieved. (a) Significant 
уюмел Should exist between patients and 
at am - (b) Comparable groups of patients 
Pro erent stages of treatment should show a 

Sression towards normality. 
а therefore studied the responses of four 
Ps Matched for age, sex, intelligence, oc- 
Tsien and verbal competence,* the groups 
fling ee aseries of stages towards normal 
loning, 

P в 4: New patients. Twenty patients at 
Clinic, © of their application to an outpatient 
cum B: patients in treatment. Ten patients 
thera Y in weekly analytical group psycho- 
th be Y for at least 2 years and rated by their 

Pists as showing some improvement. 
ЫР С: patients after treatment. Ten 
О for at least 3 years were in weekly 
ы Psychotherapy before its termination 

Sago or earlier, and rated by their thera- 
Grog Proved, 
adults js Ds non-patients (‘normals’). Twenty 

rom non-clinical settings, excluding 

© scored highly on a ‘neuroticism 
Огу. These subjects included staff of in- 
Bun management, social workers, a 
"gi. actively interested in psychologica 


Analysis of responses and results 


In 
tiong developing a scoring scheme, considera- 
Вес р described in the early sections sug- 


а number of variables concerned both 
Some E Content and the form of the responses. 
img? "eliminar work on less well-matched 
Utia > Of patients and non-patients helped 
8 Our final choice. 


* 
tig, On, М , 
Ons, he Mil Hill Vocabulary Scale—defini- 
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Dimension I: form of expression 


Briefly, this dimension classified each re- 
sponse as inhibited (blanks or single words), 
phrase, or sentence (complete or incomplete). 
The ability to respond freely with a sentence 
indicated that the subject was responding with 
the ego as the predominant source of relation- 
ships. Conversely, failure of the ego to regulate 
a repressed need evoked by the stimulus word 
would be shown in the disturbed form of the 
required response. 

The results (Figs. 1, 2) show that new 
patients give more inhibited responses and 
fewer sentences than the ‘normals’, and that 
the treated groups show a progression in the 
expected direction. (A table of results along 


16 16 
13 
27 2 
Fi 12 
э 10 
El 
So 8 
E 
9 
a 
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= 4 4 
< 
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Fig. 1. Inhibited responses. 


Average по. /subject 
ag 


A B Cc D 
Groups 


Fig. 2. Sentences. 
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with the statistical significance of differences 
is given in an Appendix.) 


Dimension II: syntactical use of the stimulus 
word 


The aim of this dimension was to compare 
those responses in which the stimulus word was 
used as the subject of the sentence, and those in 
which it was used as the object of the sentence. 
(In this, and subsequent dimensions, Tesponses 
which did not fit a category were left unclassi- 
fied.) In making it the subject of the sentence, 
the individual would show a spontaneous 
acceptance of, and absorption in, the stimulus 

by placing it in the first part of his r 


1 r esponse and 
by making some kind of Statement directly 
aboutit, e.g. WoRK— Workis very enjoyable’, 
28 
28 
3 2 
Es] 
El 
[e] 
5 14 13 
èn 13 
9 
<7 9 
A B C D 
Groups 
Fig.3 Stimulus Word as Subject. 
24 
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3 18 
2 16 17 
2 
g 12 
P 
g 9 
2 6 
< 
A B C D 
Groups 


Fig. 4. Stimulus word as object, 
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In contrast, the stimulus word is placed in a 
subordinate, more distant position, as the ob- 
ject of the sentence when some other interest 
intrudes into the responding dynamics and dis- 
places it from its position of primacy within 
the sentence, e.g. WORK—'I can enjoy my 
work’. 

In Figs. 3 and 4 it will be seen that new 
patients use the stimulus word less often 25 
Subject and more often as object of the sentence 
than do the non-patients. The use of the ; 
stimulus word by the treatment groups 15 
similar to that of new patients. 


В 


Dimension ПІ: self and other references 


Responses in this dimension were scored as: 


(1) those referring to self, and (2) those refet- 
ring to others only. j 


52 


22 50 

3, 39 42 

Е} 

8 

fe] 
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$ | 
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Fig. 5. Reference to self. 
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Fig. 6. Reference to others. | 
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It was expected that non-patients would be 
Spontaneously more concerned with thinking 
and feeling about others, and would reveal 
this interest in others by making more frequent 
references to them. Conversely, because strong 
repressed needs create more anxiety about, or 
Preoccupation with, the self, there would be 
More reference to self in a new patient. 

Figs. 5 and 6 show that new patients make 
More references to themselves and fewer to 
Other 5 compared with non-patients. Treated 
Patients show à trend towards more self- 
reference, Although some such increase was to 

© expected because of the introspective nature 
S the therapeutic process, the actual amount 
oF Increase ig Surprisingly large. It would seem 
ne the process of becoming conscious of 
int inner life as the result of psychotherapy 
''ably leads to greater attention to the self. 
tiene » Within the self-references, treatment 
чене lead to a decrease in the proportion of 

We affects (see dimension V). 


[U 


Di 
mens; Р -— 
tension IV . mode of communication 


he r sponses were classified as follows: 
b а Generalizations, Statements in the form 
(i) the аНганоп$ Were put into two categories: 
Ose expressing a sound, evaluative judge- 
adaptive’ generalizations; and (ii) 
involving a biased, inaccurate judge- 
(b) p. maladaptive’ generalizations. 
ferri ersonalized statements. Statements re- 
“хр, S to self were classified as: (i) those 
Е “ssing 4 Positive or constructive attitude— 
M Ad Í Personal statements; (ii) those к 
аш 8 feelings of inadequacy, or anti-socia 
n 43— maladaptive’ personal statements. 
Making a generalization the individual is 
Situag 8 the ‘learning’ from a number of 
tons in which the self has come to terms 
i Conflicting feelings present in inter- 
experience. Such a generalization 
Teflect shared reality. Thus, painful ex- 
те Telating to criticism can lead to a 
чу "a Beneralization indicating that the in- 
"манаа has learned the role of criticism in 
to others, e.g. 
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CnrriCcISM—' Criticism can be helpful at 
times.’ 

Сагпсїзм—“ One has to accept criticism in 
order to improve.’ 

In contrast with an adaptive generaliza- 
tion, a maladaptive one is indicative of a 
failure to come to terms with major conflicts 
and associated painful affects involved in 
living closely with others, e.g. 

CriticisM—‘ Critics should be banned,’ 

Boss—‘Bosses are a real problem’ 


36 36 
8, 27 
3 
а 
S 18 И 19 
о 
B 
o 
<9 10 
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Fig. 7. Total generalizations. 


Groups 


Fig. 8. —, Percentage adaptive generalizations; 
— – –, percentage maladaptive personal statements 
> 


Figs. 7 and 8 give some of the results. Non- 
patients make more generalizations than do the 
new or the treated patients, and non-patients 
also show that a greater percentage of their 
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generalizations are adaptive. The treat- 
ment groups do not show a progressive trend 
towards the ‘normal pattern either in the 
total number of generalizations or in the per- 
centage of adaptive ones. In contrast, 
in the percentage of maladaptive personal res- 
ponses the three patient groups show the 
expected trend of improvement. 


Dimension V : affective tone 


In this dimension each response was scored, 
as far as possible, by affect alone, without con- 
sidering its form or other aspects of content. 
When an affect was clearly expressed in a re- 


12 
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Fig. 9. Positive effect (on 
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Sponse it was scored as positive or negative. 
When the presence of affect was doubtful, or 
When its positive or negative quality could not 
be ascertained, the response was left *un- 
classified’. Affect was scored only on twenty- 
eight selected words which were particularly 
evocative of affective expression. т 

The scores оп this dimension аге given 0 
Figs. 9 and 10. The balance of positive to nega" 
tive feeling shows a consistent trend in the €x- 
pected direction for all the four groups. It 
would thus appear that psychotherapy is most 
effective in this area of self-feeling. Presumably 
the change in self-feeling follows from the 
diminution in the strengths of the conflicting 
Systems in relation to the central self. 


Dimension VI: specific affective reference ™ 
Sour key areas 

In this dimension those responses wen 
counted which constituted a simple, oneg 
reference to dependence, aggression, sex, ° 

Fig. 11. Reference to dependence. 
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Fig. 14. Reference to fear. 
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find more direct expression. With the termina- 
ion of treatment, and as a stabilized position is 
reached by the passage of time, the repressed 
experiences in these areas are integrated into 
the central ego organization and preoccupa- 
tion with them decreases to the ‘normal’ 
level. As Fig. 14 shows, the situation con- 
cerning fear is somewhat different. Apparently, 
the expression of anxious feelings is lessened 
by the security felt in the relationship with the 
therapist. 
Reliability of scoring 

A set of 100 responses was scored indepen- 
dently by five psychologists. With their more 
objective system of scoring, dimensions I, IT 
and III showed a very high level of reliability 
(over 90 % in each case). Other dimensions in- 
volved a subjective component in judgement 
and first comparisons led to a relatively low 
level of agreement. With more practice and 
sharing of experience in using them, reliability 
showed considerable improvement and rose 


to over 80 % agreement. 


Influence of the clinical setting 

In comparing patients with the non-patient 
group the question arises of differing motiva- 
tions towards the test situation. This question 
is clearly a complex one and could not be 
satisfactorily answered within the design ofthe 
present study. However, a partial check on the 
influence of the clinical setting was made as 
follows. The non-patient Group D was se- 
lected from those subjects who, amongst a 
larger number tested, scored within the *nor- 
mal’ range on a ‘neuroticism’ inventory (the 
Eysenck Personality Inventory. From the 
same pool of non-patient subjects, we selected 
another group who had high neuroticism 
scores, i.e. who indicated in their test responses 
the presence of many neurotic symptoms. The 
responses of this group to the stimulus words 
were compared with those of our other groups. 
Inspite of not being in thecategory of patients, 
their performance resembled much more that 
of the new patients than the non-patient 


Group D. 
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CLINICAL USE OF THE TEST: A CASE STUDY* 


The following case-study illustrates the use 
of the method in formulating the main psycho- 
dynamic aspects likely to be involved in 
treatment. 

Mr A. is a married man of 35, separated 
from his wife. When applying for treatment he 
supplied in unusual detail a personal history, 
In it he said: ‘Basic to my condition is a 
fundamental negativism, a pessimistic assess- 
ment of my capabilities and an u 
about precisely what I want to do, 
the drugs help a lot to make life be 
underlying groundswell of insecuri 
The roots of all this in my childh 
hard to trace. My current difficulti 

areclearly connected with the rec 
of my marriage, which 
marriage itself, was $ 
condition.’ 

In the initial Psychiatric interview 
that his wife was a good mother to his son, 
though she tended to smother him with 


kindness. For а large Part of the 
sexual relations were « 


ncertainty 
Although 
arable, the 
ty remains. 
ood are not 
es, however, 
ent break-u 

» together with the 
ymptomatic of my 


he said 


ever, they were “sati 
he experienced j 


testing him out, 
Before o 
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had enabled him to feel safe, with *comradely 
Support, in his rebellion against poe 
The competitive feelings with his son i: 
Seen as a factor in the final break-up of hi 


Я Я Е е 
marriage. The patient readily agreed w ith thes 
interpretations. 


Study of word-association responses 


The patient’s responses to the stimulus enc 
are given in Table 1. In studying these, the on А 
information provided for the psychologist Wa 
age, sex and marital status. 


Analysis of scores d 

Table2 shows the patient's scores campar 
with the scores of the average patient and 
the average ‘normal’, . inety- 

(1) Form of expression. He writes nine h 
six complete Sentences, an unusually p 
Proportion, suggesting verbal fluency yn 
Breat effort to meet the requirements of p 
test. The four responses that show marked vl 
hibition in their form must therefore indic? 
that these stimuli have aroused particular 
Strong conflicting feelings: 

No. 14, Empty— 


No. 21. Huspanp—Husbands [can't] 
No. 28, Bic—Big people -- - – 

No. 84. WEAK—Weakness + ade 
These responses suggest feelings of ina 
quacy, in particular masculine inadequacy’ 4, 

) Syntactical use of the stimulus WO 


Patient uses the stimulus word as айй 
twice as often as the average non-patient. iof 
high score Suggests too close an identifica” 
and excessive involvement with issues i 
by the stimulus Word, and may indicate | , 


insecurity in maintaining the boundaries 
Ween himself and others, The 


= p erences to self and others. ee? 
patient 5 Scores in this dimension are nt of 
© average of Patients and non-patient$ 


n 
£ no 
self-reference, and close to the average of js 
Patients for 


reference to others only. Нё e 
therefore, on the surface somewhat less e 
Occupied with himselfthan the average pat! {0 
and much More able to direct his respons {0 
Others, His “normal? amount of referent 


at WS 
—Á _ ` 
——©. К 
n Ре 


——— Ў 


M 9 MO о р ою 
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Table 1 


(The patient's alterations and punctuation are reproduced. Words which were deleted are 


+ FRIENDS 


Work 
Drink 
Lose 


- DEMAND 
* ANIMAL 
* IDEAL 

* CLose 

* Corp 

* Bear 

* CLOTHES 


Trust 


* Тойсн 

* Empry 

- Care 

: Heap 

` MANAGE 


Long 


* Wounp 
* CRITICISM 


USBAND 


* SCHOOL 


Excirep 


à Destroy 


EAN 


' Daug HTER 


INTEREST 
Big 


` AFRAID 


RIVATE 
F, ATHER 

Lay 
Face 


` боту 


STRAIN 


shown in brackets.) 


I haven't many friends. Those I have I like very much. 
I enjoy work on the whole. 

I don't drink much these days. 

I tend to lose confidence in certain situations. 
Demand is the converse of supply (!). 

I don't like animals much. 

Ideals[m] are essential. 

Some People tend to be very close. 

Coldness can be countered by wrapping up. 

' Beat" people don't wash! 

Clothes are status symbols 

"Trust-busting' was an important US occupation. 
Touch is the most important sense (in a way). 


One should take care. 
Heads are better than hearts (?). 

I usually manage to get through the month. 

I long for security. 

Wounding people with words is easy. 
Criticism takes many forms. 

Husbands [can't] 

Schools should be reformed. 

Excitement is often sought after. 

The H-Bomb may well destroy us all. | 
Meanings сап be of several kinds. (etymological, etc.) 
Daughters are nice to have. 

Interest is a function of saving. 

Big people - - - — 

I del ч be afraid of the dark. 

Privacy is [use] essential but probably over rated. 
My father was not very close to ше, 

Plays at present aren’t up to much (?) 

One must face up to things. 

I el guilt . 
i e ri a strain—So are other things. 
My childhood was on the whole unhappy. 

I admire integrated people. 

I need stability and affection. 

My father is dead. 

ce did is socially taboo in the West (9 
Patience must be cultivated. 

Warmth is comfortin, | 
Changing for dinner is getting old-fashioned 
Many things make me feel sad. 
Examinations make me very nervous. 

I always fear my boss 


I wish I felt secure. | А 
Bach [on t] played on the organ is superb. 
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Table 1 (contd.) 


I often feel hurt—without tangible reason 
"d ae Parting can be hurtful. г. | : 
es e R Ishould like to master political Philosop' y 
51. MASTE! 

mus d spontaneousl 

52. FUN Fun can poe had sp y 

Pride is socially bad 

IDE 

es uM I often feel lonely. . 
= Sort Softness is connected with sleep. 
56. MATE 


Mating is very common in animals! 


Responsibility should be encouraged 
My favourite occu 


57. RESPONSIBLE 
58. FAVOURITE 


pation is reading 
58; GREEDY Greedy people eat too much 
60: SECRET Secret thoughts often hurt. 
61. Номе Home should be happy. . 
62. BELIEVE Ibelieve in humanity—1 can t say why! 
63. COUPLE Couples are natural social units, 
64. HATE [The] I don’t hate many people, 
65. SUBMIT I often submit to others, 
66. SoN My son is the only. . .person I really love. 
67. PARTY Parties are fun. Political parties especially, 
68. POWER Power is what most Politicians seek, 
69. ASHAMED I rarely feel ashamed—perhaps I should. 
70. Doust Philosophical doubt is important, 
71. MOTHER My mother is kind & good, 
72. STAND One must make a Stand about things in which one believes 
73. DEEP Still waters rarely run deep (in People). 
74. Ели, Failure is а Constant worry, 
75. BURN Burning is not pleasant, 
76. Bopy Bodies contain minds, 
77. Rich Richness is a quality, 
78. DREAM I don’t remember many dreams ] have, 
79. TEAR A tear usually means unhappiness, 
80. DEPENDENT One is dependent on other People’s emotions, 
81. MYSELF I think about myself too much 
82. SERVICE Service to Others is Commendable. 
83. Вер Bed is great. Sleep is refreshing 
84. Weak eakness 
85. TROUBLE Troubles are Often imaginary, 
86. FINGER Fingering is important in music, 
87. Like I like to talk & think, 
88. Mourp One is moulded by Society, largely, 
89. Worry I worry unnecessarily, 
90. UNFAIR Most societies are ‘unfair’, 
91. Wire My wife & I are Separated, 
92. CAREER I wish I knew for certain about my career, 
93. CONTROL Control over others is finally impossible, 
94. Dirty Dirtiness is deplored, 
95. BREAK Cups break if dropped () 
96. Docron Doctors are fine father-figures, 
97. SATISFIED Iam rarely satisfied, 
98. Key The key to the Universe wil] never be found CN. 
99. DARK Darkness used to frighten m, 
100. Hasrr 


€ now I rather like it, 
Most things are habitual, E 


—— —— I 


р. 
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others appears to go along with his intellec- 
tualizing tendency, as shown in dimension 4. 
This interest in others may also have common 
Toots with the compulsive involvement men- 
tioned in the previous dimension. 

(4) Mode of communication. The main 
Characteristic of his responses is that in spite 
of an unusually large proportion of adaptive 
&neralizations, there is a relatively high num- 

€r of maladaptive personal statements. This 
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Personality functioning from form 
and content of responses 


Dimension 4 is the most suitable for examin- 
ing all the patient’s responses in terms of 
content, yet within formal categories. 

(i) The fifty-three generalizations may be 
divided into three groups: 

(a) Twenty-eight responses to highly evo- 
cative words are in the form of intellectuali- 


Table 2. 
Average Average 
Patient’s for for 
score patients normals 
(1) Form of expression 
Blanks and single words 2 16 6. 
Phrases 2 69 
Sentences 96 3 
(2) Syntactical use of stimulus word » РИ 
As subject 3 16 9 
As object 9 
3 thers 
¢ 4 ^ ME to self and othe ag РА 20 
Others only " 29 " 
(4) Mode of communication 
Generalizations 
12 30 
‘Adaptive’ = 5 б 
* Maladaptive" 
Personal Statements 9 1 10 
‘Adaptive’ 19 23 3 
* Maladaptive’ 
(5) Affective tone 27 22 31 
Positive 45 17 
Negative a3 


Co 

TN Suggests that his apparent adaptation 
Posi io; ased on a defensive intellectualizing 
otf Which is his way of avoiding pressing 

(5) ^! difficulties, М 

апа сгїуе Tone. The balance of positive 
Patig Bative affect is fairly close to that ofthe 
tive a Sample. The presence of so much nega- 
town ct in relation to the adaptive efforts 
these am. dimension 4 further suggests that 
Ature 015 are compulsive and defensive 11 


zations in which the affective values are 
neutralized in large part, e.g. no. 9. CoLD— 
Coldness can be countered by wrapping up; 
no. 13. ToucH—Touch is the most important 
sense (in a way). 

(b) Eighteen responses show a need to con- 
form to standards and a tendency to be critical 
of failure and pretence, e.g. no. 7: IDEAL— 
Ideals[m] are essential; no. 33: FAcE—One 


must face up to things. 
These 46 responses together show the extent 
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of his intellectualization and strong superego 
ssure to conform. | uu 
к) Seven responses show his sensitivity and 


i 60: SECRET— Secret 
insecurity, e.g. no. E 
thoughts often hurt; no. 80: и f 
One is dependent on other people’s 
emotions. 


Gi) Of the nine adaptive personal шне, 
four stress intellectual aspirations, e.g. no. 51 i 
МАЅТЕК—1 should like to master political 
philosophy. The other five responses show a 
more interpersonal concern, mainly in a 
qualified form, e.g. no. 2: WorK—I enjoy 
work on the whole. 

(iii) The nineteen maladaptive personal 
statements are direct expressions of personal 
inadequacy and insecurity, e. 8. no. 46: Boss—I 


always fear my boss; no. 54: LONELY —I often 
feel lonely. 


Gv) The remaining nineteen responses, 
though made mostly to highly evocative words, 
show marked avoidance or inhibition of 
feeling. 

The restriction or avoidance of emotional 
or denial is a 


cord. Intellec- 
tual effort is used also to co 


tion or qualification. 
The contrast between in 
expressed and tight cont 


gests the possibility of 
out’ behaviour. 


tense needs directly 
rol of feelings sug- 
compulsive "acting. 


Object relations in the content of 
responses 


The main object relations 
examined {тош the 
Sponses. 


hips can be 


content of re- 
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Relations with men 


His relationship to men, particularly these 
in authority, has three main was o E 

(i) On his own, he adopts a position : J 
inadequacy and submission, e.g. E 
Boss—I always fear my boss; no. 65: үн 
—loftensubmitto others. Не avoids situa ^ 
involving physical aggression or hurt, Vm 
the following responses "physical сап ji 
tions of the stimulus words are denied: no- m 
BEAT—‘Beat’ people don't wash! no. 


: is 
Wounp—Wounding people with words 
easy. 


~ 


inan 
(ii) He can criticize authority, but is cat 
intellectual form, e.g. no. 68: ROWER Taf 
is what most politicians seek; no. 90: 
— Most societies are * unfair". sane: 0% 
(iii) As part of his conflicting йш à 
wards authority, there is also a a ae eg 
good relationship with the father figur "10s 
no. 31: FATHER—My father was not very 


e fin 
to me; no. 96: Docron— Doctors mak 
father-figures, 


Relations with women 


- onshiP 
(iv) He has a strong need for a eim i 
witha woman (mother), but this is expres ARM 
infantile, dependent terms, e.g. no. 42: i 
— Warmth is comforting; no. 55: БОР orif 
ness is connected with sleep; no. 71: B he is 
—My mother is kind and good. But at? 
unable to maintain a reciprocal, give t win 
relationship, as is indicated by the fo of st 
responses where interactional aspects AND 
mulus words are ignored: no. 5: DEM нў. 
emand is the converse of supply (9; Porta 
TRUST Trust-busting* was an imp 


Us Occupation, i 


ress! 
V) Just as he avoids physical, Ei М 
connotations of stimulus words (see G) 


; «ns;O 
So he avoids also Sexual connotations 
Words, e, 


а; 
B: no. 48: ORGAN— Bach [on Ur 
on the organ is superb; no. 63: CO wer ы 
Couples are natural social units. et E 
Опе or two responses contrast sharply rel, 
above by their direct sexual exp" o! 
по. 40: BARE— Bareness is socially t 
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the West (!); no. 56: MatEe—Mating is very 
common in animals! This split in his sexual 
| attitudes, his inferiority as a man and his need 
+ 00 test himself would be expected to lead to 
Sexual ‘acting-out’. " 

_ (vi) In spite of this conflict, there are indica- 
tions that he also wants to establish a good 
relationship with an idealized woman, e.g. 
10. 71: MotHer—My mother is kind and 
800d; no, 26: DAuGHTER—Daughters are пісе 
to have, 


? 
Relations to self 


(Vii) He feels a sense of guilt, but tends to 
°пу shame, e.g. по. 34: GuILTY—I often feel 
= Шу; по, 69: AsHameD—I rarely feel 
amed—perhaps I should. 
+, (iii) There is a need to comply with the 
‘mands of his ego ideal, e.g. no. 72: STAND— 
ne must make a stand about things in which 
Ne believes: по, 82: SERVICE—Service to 
“ts is commendable. 
(ix) Intellectual achievement, particularly in 
yy Palm of politics and affairs, tends to be 
s Critical and constructive, and it gives him 
i Mane of power over others, e.g. no. 51: 
; Phil TER—I should like to master political 
Sophy; no. 88: MouLp—One is moulded 
y Society, largely. 
Us is use of exclamation marks and other 
Play fà Punctuation suggest his need to dis- 
* 1S intellectual prowess. А 
SXpr, He experiences, though is little able to 
a 535, basic trust in and concern for others, 
Tears’ 62: BELtEvE—I believe in humanity— 
n't say why! 


о 


Summary of findings from the test data 

ste 2 diagnostic picture that has emerged is 
dom; * Character disorder in which the pre- 
riy, Mant problems are oedipal. His duty- 
hs Intellectual effort seeks to dominate, 
8 °land improve others, while avoiding any 
motional ties with them. He thereby 
па Ту manage his feelings of inadequacy 
Чоп; 91011пеѕз, He separates idealized rela- 
Mio Women from his sexual relations In 
€ Woman is treated as faithless and 


— Qn qu cM M — 
2 
о 
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potentially belittling of him. So far his defences 
have allowed him only vicarious satisfactions 
in intellectual mastery and in identification 
with political causes. There are some sugges- 
tions in the test that his underlying anger and 
contempt towards men and women may find 
more direct but guarded expression in com- 
pulsive ‘acting-out’ behaviour. 

Within the tightly woven character structure 
two kinds of defensive failure can be seen. The 
first, illustrated in his blank and single-word 
responses, and later emphasized in the more 
detailed examination of form and content, is 
associated with his feelings of impotence and 
his inability to maintain secure dependent or 
sexual relations with women. Thus he feels 
empty, weak, lonely and depressed, and is 
driven to seek treatment. The second centres 
on a compulsive testing out of his potency in 
self-display, intellectual dominance and active 
political interests. With women this testing- 
out also involves a contempt of them as sexual 
objects and a denial of any possibility of a 
close, on-going affectional relation with them. 
But he gives evidence of a basictrustin others 
and in his own capacities for good relations 
with them. 

With regard to his ego resources and thera- 
peutic potential, the following points can be 
noted: (a) his strong motivation to get help, 
as evidenced by his response to the test require- 
ments; (b) his readiness to express his diffi- 
culties as shown in his maladaptive personal 
statements; (c) his basic trust in good relation- 
ships, as seen in the reparative effort implied 
in many of his generalizations; (d) his intellec- 
tual aggressiveness, which is largely object 
oriented, and is not rigid or aloof in a paranoid 
fashion. 

While he will use his intellectual resources 
widely as agile defences, he has some access to 
his feelings. This, together with his strong pres- 
sure to test himself out with others, should en- 
sure that his problems come into the open in 
group psychotherapy. Therapeutic work will 
have to concentrate on: (i) his ambivalence to 
men in authority and especially his denied 
belittlement of them; (ii) the split between his 
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dependent and sexual feelings towards women; 
(iii) his use of intellectual defences to avoid 
feelings. 


Summary of therapist's report 


The psychiatrist who saw the patient in 
initial consultation and who subsequently 
treated him in a therapeutic group was asked 
to make an independent report after a 
year. 

The patient joined the group a few weeks 
after it started. At his first attendance he told 
the group all about himself in a rather exhibi- 
tionistic manner, although he was tense and 
anxious. Later he questioned the other mem- 
bers intimately, often prodding them in a 
jocular manner. Soon he set himself up as the 
therapist's assistant and was Very submissive 
towards him, but he attacked authority out- 

side the group. He frequently projected his 
anger, and after Provoking another member 
into a rage, he would become smug and self- 
satisfied, 


gence in an a 
Obsessional manner, but hi 


: $ son and his wife 
tried to resolve by leay: 


He worked hard in 


: » Which he had 
Ing them, 


Woman. When 
tired of her, he would Send her away and then 
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throw himself into work as a way of ар 
his guilty feelings. When this failed he Me j 
rationalize his resolutions in regard to E ual 
re-embark on a period of uninhibited я o 
activity which would again end in rejectio 
her. i 
Although ambitious and wanting to € 
his achievements were restricted beret n 
oedipal guilt. The exhibitionistic eed At 
he got from teaching also made him ee 
times, especially when his obsessional de i ac 
failed, he became quite depressed. His Шо dto 
tion to find a solution to his difficulties viis 
establish better relationships has Eg 
Strong and over the year he has change more 
siderably. In the group he accepts epe 
seriously, is less of a prima donna and m е, 
pates more deeply and more sincere | a 
has become more assertive, timidly pn Jate. 
xiously at first, but more confidently ye 
While Previously he would contradict ane 
and decide the therapist was right in the g jst- 
he is now able to disagree with the eer 
With women he has become more pee ё 
fied with his sadomasochistic relations qu a 
nearly ended the long-standing, but et 
Mittent, relation referred to earlier. He wit 
expresses the desire for a more settled life alit 
а more suitable woman, in which the ibe the 
of the relationship between them would ts 
important thing, and he is making a nad 
establish such a relationship. Whereas mal 
been deeply depressed over periods “ae ip 
years, some months ago he stopped be 
anti-depressant drugs, though occasion? 7 1; 
takes tranquillizers when he cannot ran 
Spends more time with his son and is i 


able to handle their mutual antagonism ih 
has taken practical steps to help his $ 
various difficulties. 00 

© has completed his first published сїў 
for many years and his writing and = d 
activities seem to be coming closer 1087 ipg | 
In the 


SU g 
is апар he has largely stopped UP peð 
his and other People’s problems in a 06 of 
intellectual manner and takes much "d 
account of emotional factors as he has 8 


to understang them. 


|. 


\ 
5 


(, 


ite 


SUMMARY 


Pe approach to quantitative appraisal of the 
‘Ors involved in psychotherapy is described. 
һа 15 the form and content of expressive verbal be- 
in a In giving a spontaneous personal reaction 
veia fori of a sentence to a series of stimulus 
and 5s differences were shown between patients 
new DOn-patients, and to a lesser degree between 
Patients and patients in, or after, treatment. 
‘tor initial findings are sufficiently encouraging 
е ad development of this test by including 
theo such as pictures to increase its dis- 
and s s power. With a more comprehensive 
Cnsitive instrument of this type, used before 
d after analytic treatment, it should be possible 
demonstrate objectively the changes resulting 
are ee It should also be possible to com- 
Proache, effects of different psychotherapeutic ap- 
es and to show the difference between these 
ether and symptomatic changes produced by 
"methods or occurring without treatment. 
Vide ni approach, such as this one, can also pro- 
n ae confirmation of observations based 
form 11681 work. Thus even in the present initial 
Week i e in treatment occurring only once per 
tion t] Ne test confirms the familiar clinical observa- 
Siong = dependent, sexual and aggressive apes: 
treatment heightened during the early phases i. 
Чое; Bis i expression of anxiety, = 
е of th rease concurrently, presum Aes 
"аборте Support provided by the therap 
dimos 1р. Again, the psychoanalytic view that 
Psycho, 'esin relating to others playa central partin 
Pathology is supported by the fact that the 


TO 
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most discriminating words in our stimulus series 
turned out to be those which made a direct and un- 
avoidable reference to interpersonal demands, e.g. 
CRITICISM, WORK, FRIENDS, NEED, SUBMIT, 
CONTROL. 

With regard to its clinical use, the study of indivi- 
dual cases has shown that test findings closely 
parallel those which emerge during treatment. 
Thus, the present test approach seems suitable for 
delineation of conflict areas, study of the nature 
and stability of defences, and the assessment of 
therapeutic potential, an approach which can be 
of help in the selection of patients for treatment in 
its different forms. Also, since the patient can see 
his responses to this test as relevant to his problems 
it should be easier to make a test of this kind a part 
of the initial consultation. 
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APPENDIX 
Differences between groups 


Agroup Begroup C group Digroup: 
(N = 20: (N = 10): (М = 10): (N 20): 
patients — patients 


new іп treat- — finished nons 
patients ment treatment es 
average/ average] average/ average 
Dimension and category 


Subject — subiect subject subject 
I. Form of expression 


1. Inhibited responses 


16 13 10 T 

2. Phrases 29 31 24 27 

3. Sentences 55 56 66 69 
II. Syntactical use 


1. Stimulus wor 


i 13 9 pi 
2. Stimulus Word as Object 16 17 21 9 
Ш. Self and Other references, 
1. Reference to self 4 20 
2 50 
2. Reference to others only 14 E 15 24 
IV. Mode of communication 
1 Generalizations adaptive y 
> 1 
2 Generalizations maladaptive : : É д 
3. Persona] Statements, adaptive V 8 11 " 
Persona] Statements, maladaptive 23 25 19 
V. Affective tone (28 Words) 
1. Positive ff 9 
Negative affect e й n в 


Total no, Total по, Total no. Total по. 
of 


of РУ of ences 
VI. Specific affective Teference че Си 
Dependence à 
: S BEression а 20 4 s 
- Sex - : 
4. Fear i 34 i n 
In Groups B and : : " 
E. р nd С the total numbers are doub] 


Psychodiagnostic appraisal 


Statistically significant differences* 


Between Sroups A and D 
Dim. 1 


Dim. 
Dim. 
Dim. 
Dim. 
Dim, 


II 
Ill 
IV 
У 
VI 


Cat. 1 

Cats. 1 and 2 

Cats. 1 and 2 

Cats. 1, 1--2, and 4 
Cats. 1 and 2 

Cats. 1, 2and 4 


Between groups B and D 


Dim, 


ss Minimum level of significance — 0-05. Mann 


IL 


. HI 
Dim. 
Dim, 


IV 
V 
VI 


Cat. 1 

Cats. 1 and 2 

Cats. 1 and 2 

Cats. 1, 1--2, and 4 
Cats. 1 and 2 

Cats. 1, 2 and 3 


imension VI. 


20 


Dim. 1 
Dim. 
Dim 


Between groups A and C 
Dim. V Cats. 1 and 2 


Between groups B and С 
Dim.IV Cats. 1 and 1+2 
Dim. У Cats. 1 and 1 
Dim. VI Cats. 1 and 2 


Between groups C and D 

Dim. I Cat. 1 

Dim. II Cats. 1 and 2 

Dim. ПІ Cats. 1 and 2 

Dim. IV Cats. 1, 1 +2, and 4 
Dim. V Cat.2 
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-Whitney U test for Dimensions I to V, Chi-square 


Med. Psych. 40 


E J. Med. Psychol. (1967), 40, 317 
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Birth events, appendicitis, and appendectomy* 


By YIZHAR EYLONT 


поа (1905), іп describing the case of Dora, 
To birt owes; the first to relate appendicitis to 
l antasies, When 17 years old this patient 
Year | a sudden attack of appendicitis. A 
iie ЫТ Hr the autumn of 1900, Dora was 
en Penis aa with Freud. It was discovered 
Month: at the earlier illness occurred nine 
impro S after an episode in which she received 
haq н Proposals from а married man. She 
Tea] жт Caring for this man’s children (by his 
Marr "3 and had secret hopes that he would 
boses er. Freud concluded that ‘Her sup- 
the attack of appendicitis had thus enabled 
wb ent, -.to realize a fantasy of child- 
(p. 103). 
ee two decades later Stoddart (1922) 
SYchoti the case of a male patient undergoing 
that 4 1егару who one day told his analyst 
F абаа, had swallowed a grape pip and was 
9f this it might give him appendicitis. Analysis 
ear revealed that the patient's concept 
into v appendix was ‘that of a tube leading 
со sid ollow cavity’ (p. 45). Appendicitis was 
ight ‘i a distension of this cavity, which 
Stodda © caused by the swallowed grape pip. 
tmi ne Points out that a grape seed could 
Г Vale, Pte into life’. Seed is a symbolic equi- 
Моца „© Semen. The distension of the cavity 
ice: € be akin to a pregnancy. 
репа; eck (1923) interpreted an attack of 
W opg, tis in a male as a wish to be a woman 
Асо 27 tO be able, ultimately, to bear a child. 
thro 116 to him, this wish is demonstrated 
ici eo Many somatic symptoms and appen- 
(bp. 15-1 ы one of the several possibilities 
а : 


bi 


Th; 

т Diver Paper is based ona thesis submitted to the 

“Quire, Чу of Alberta in partial fulfilment of the 
ot Vann for the M.A. degree. 

чада Versity of Alberta, Edmonton, Alberta, 


These ideas were not pursued further. In- 
deed, psychosomatic medicine has not devoted 
much attention to the problem of appen- 
dicitis. The books of such authorities in 
psychosomatic medicine as Alexander (1950), 
Alexander & French (1948), Grinker & 
Robbins (1953), the Liefs (1963), and Witt- 
kower & Cleghorn (1954) do not contain any 
references to appendicitis. On the other hand, 
in her compendium of psychosomatic litera- 
ture, Dunbar (1954) reviews a few papers 
dealing with psychological factors in appen- 
dicitis. While it is pointed out that psychogenic 
factors are of importance in this illness, they 
are not defined and no reference is made to 
birth. Furthermore, the main subject of dis- 
cussion is pseudoappendicitis. Continuing this 
focus, Dunbar (1955) describes the case of an 
analyst whose patient underwent an append- 
ectomy. Shortly afterwards, following some 
emotional upsets, the analyst himself was 
stricken with severe abdominal pains which 
were exactly like those experienced during an 
attack of appendicitis. He was reluctant to 
submit to an operation and ‘began to think of 
what might have caused his pains’. Upon his 
discovery of various possible gains from illness 
at that particular time, the abdominal pains 
subsided. Subsequent medical examination 
confirmed ‘that there was nothing wrong with 

is appendix’ (pp. 49-50). 
=: уеїп ые & English (1957) deal 
briefly with the case ofa patient who, beginning 
with appendectomy, had a series of abdominal 
operations in quick succession. The patient 
was diagnosed as suffering from ‘chronic 
appendicitis’. 

In this context it is of interest to present the 
opinions of prominent pathologists: Robbins 
(1962) writes that ‘True chronic inflammation 
of the appendix is rare’ and unequivocal dif- 
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ferential diagnosis uncertain inse 
over, Boyd (1961) states that it is do ims 
there is such an entity as chronic appen 
et pa be seen, then, that Psychosomatic 
medicine has rarely dealt with appendicitis, 
d whenever it has done so the main concern 
E been with what might be called ‘fi unctional 
ат *; thatis, with those patients whose 
appendices, upon Temoval, are found to be 
normal in subsequent 
This problem has 


terest among physicians in general. 
In reference to w 


st frequency 
, for females at 


ales some : 


Cases are ue to inflamm 


appendix, 
Harding (1962) examined 1300 appendices 
removed Surgically Overa period 
beginning in 1955, He found thati 
as a whole there Were 39.6 0 
dices, but the percenta, 
varied between different age- 
highest percentage was 
11-20 years old—62.9 ©: 
in the same age group the 
only 24-6 % The author ad 
theses as explanation for so 
errors in young females: (a)t 
derived from the ovary; (b) Psychologica] 
reasons. 


More recent studies (Ingram, Evans 
Oppenheim, 1965; Meyer, Unger & Slaughter, 
1964) attempted to find a relationship between 


appendicitis’ 
not d : 


ation of the 


many di 
he Symptoms are 
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cia 
*normal appendectomies’ and papi 
factors operating in such patents 118 female 
The Ingram research in мег» on 
Patients (age 15-35) чели кы ж: in the 
admission was ‘appendicitis’ or = figure 
Tight iliac fossa—cause unknown’. with the 
Tepresents all the female paucnts ical unit 
above diagnoses admitted to one е of four 
in a British hospital during a perio actually 
years. Ninety-one patients were found to 
operated on, fifty-six of these scial history 0 
have normal appendices. The socia ial worker 
each patient was obtained by a he Medical 
in one interview and the Corne ients. 
Index was administered to all the ie years 
follow-up interview was carried out ould not 
after the initial investigation. cape rmation 
be met again personally and the in sexi һе? 
Was obtained by letter from the pa It of the 
Self or from other sources, The result if the 
Operation was defined as sre a an 
Patient was cured of her abdomina we un 
had no new complaints. It was dee of the 
Satisfactory if there were al cen 
abdominaj Pain and/or additional co 
of Psychosomatic symptoms. in the gro" 
e investigators found that in 1 appe!" 
Operated on, Women who had cago ето” 
dices Temoved had significantly ith disease? 
tional Problems than women with in which 
appendices, Results of the follow-up, show" 
112 of the 118 Patients were traced, 4 
(а) Satisfactory à 
likely after the г 
dix; (b) there 


d 

г 

mo 

Outcomes were epit 
emoval of a disease 
$ 


€ 

‚ cto 

blems and an power 
me of follow-up. The a 


pen tl 
пе: 
Se data, conjecture that m may 
appendix jg normal the origin of the p 

€ the right Colon, 


е 
Е. etw 
Was an association b 


‘mat ; 
erated upon for the primary 51 
gnosis ofap Е 


s 515 ^ 5 
Accordin the Pathologists’ diagno it u 
Were excluded р cavs 
doubtful whe " 


tii 
of Symptom, Th 


| 
4 
| 


| 
| 


| 
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whom, according to the pathologists’ dia- 


с Snosis, (a) the appendix was surely the cause of 


Symptoms or (^) surely was not the cause of 
"ymptoms, The hospital records of all these 
Patients were reviewed. 

he view may be taken that the cases in 
Category (5) were diagnostic errors and prob- 
“bly the Majority suffered from other illness 

ч “used the symptoms of appendicitis (e.g. 
Ovarian Syst, mesenteric adenitis, etc.). 

Mere were 173 female patients in the 
sel le, The type of hospital service was 
mcn as an index of economic class: ward 
eco ace Was Construed as an indicator of lower 

, Nomic class, semi-private and private ser- 

ET indicator of higher economic class. 

these females 103 were in the age range 

еа} Years: 46 of them were located for a 
Sog; i Mterview conducted by a psychiatric 

til Worker 9-12 years after the append- 
maj» information’ on 19 additional fe- 
38 © Was Obtained by questionnaire, leaving 
bial Whom information could not be 
Ined, 

Td researchers found that the pe 
a hj e between the ages of 10 and 29 ha 
moved v, Proportion of normal appendices re- 
Ih 9 than the male patients of the same age. 
betwe sh age-groups a significant difference 
fous a the sexes was not present. It was also 
пору, Pat the young female patient who had a 
the t i: Appendix removed had more illness in 
One, Years following appendectomy than 
Final o hada pathological appendix removed. 
ther У, among all the females (173 gm 

ча Significantly larger proportion o 
: "PPendices removed from patients in 
the Faer economic class as compared with 
Ча, Patients from the lower economic 


me last decade only one author has 
latio Out that there exists a possibility ofa 
Den i "Ship between birth fantasies and ap- 
Pe 115. Inman (1958, 1962) cited a few 
be ret! appendicitis in which the illness could 
ated to birth fantasies. In the majority of 
n { “te existed a temporal proximity be- 

he Appendicitis and a birth of a baby or 


a wedding in the Psychological Vicinity of t 

afflicted person. Following Inman’s thinki 

it is reasonable to assume that there is son 

event in real life that gives rise to birth fay 

tasies, which initiate acute pain in the rigl 

iliac fossa, leading to the diagnosis of acut 
appendicitis and appendectomy. The mos 
plausible events related to birth fantasie 
would be, in all likelihood, childbirth, forth 
coming childbirth, or Wedding among people 
who are psychologically close to the patient. 
The following hypothetical chain becomes 
obvious: a birth event (childbirth, forth- 
coming childbirth, or wedding); birth fan- 
tasies; pain in the right iliac fossa; diagnosis of 
acute appendicitis; appendectomy. 

Inman’s suppositions were based on per- 
ceptive observations, distributed over a period 
of time. Owing to the circumstances within 
which his thinking emerged a pathologist’s 
findings could not be included in his work and 
the number of cases described is limited. 
Nonetheless, worth-while testable hypotheses 
may be derived from his ideas. 

The present study will test the following 
hypotheses: : 

(1) The proportion of appendectomies 
among surgery patients who have a birth 
event in their personal history (BE group) will 
be significantly higher than the proportion of 
appendectomies among surgery patients who 
do not have a birth event in their personal his- 
tory (NBE group). . 

(2) The proportion of normal appendices 
will be higher in appendectomies following 
birth events than in appendectomies not 
following birth events. 

(3) In the group of young females the pro- 
portion of appendectomies in the BE group 
will be higher than in any other group of 
surgery patients formed on the basis of sex 
and age. 5 . 

(4) In the group of females with high socio- 
economic status (high SES) the proportion of 
appendectomies in the BE group will be 
higher than in any other group of surgery 
patients formed on the basis of sex and 


SES. 
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METHOD 


Subjects. The sample used in this study was 
composed of seventy patients who underwent 
an operation at the Royal Alexandra Hospital 
in Edmonton between 1 October 1965 and 
6 January 1966. There were tw 
appendectomy and matched Cases, 

Appendectomy group. In order to minimize 
the influence of the diagnostic error of the 
operating surgeon, it was decided to include 
inthe appendectomy group only those patients 
whose pre-operative and Post-operative dia. 
noses were both appendicitis, 

АП patients meetin 
15 years of age or olde 
an appendectomy in 
1 October 1965 and 23D 


© groups: 


Operati 
than appendectomy in the ho eae ecu 


same period of time as the Al grou 
the following cate 


Y. EYLon 


15 years (because there were no children in the 
AI group). Matched cases, paired np 
to sex and age to cases in the AI group, wer 
selected from the remaining pool of the t 
patients. There were 21 males and 14 female 
inthe MC group. 

Selection of the subjects. Between 1 Ошо 
1965 and 23 December 1965 the records of t d 
Operating room of the hospital were lacer 
daily. Whenever a case that could be inclu zi 
inthe AI group was found, the records for s 
day were scrutinized for a matched case to re 
included in the MC group. The cases ps 
matched to AI patients according to sex à io 
age. Any patient of the same sex, up to Te 
years younger or older than the AI case to ne 
matched, was considered. If more than 
Potential matched case was found on a pat 
cular day, the selection was determined 
tossing a die, If potential matched cases we 
Dot be found on the same day, the records ^ a 
Searched during the following days, unt! ; 
least one Potential matched case was ar 
Whenever the Selected matched case was dl 
available for interviewing, another patient b: i 
selected in one of two ways: (1) from p 
the potentia] matched cases operated gp of | 
Same day but rejected following the tossing 


e 
the die; (2) if cases were not available from a 
same day, the Operating-room records W° 
uring the following days, unt pis 
matched case was found. sae ue 
Teason the intake of MC patients conti? 
until 6 January 1966. the 
After the Selection of a potential subject st 
head 235 on his ward was asked to 6: \ ie 
Permission of the attending physician to ЧАЛ” 


М E a | 
VIEW the patient, Following the physi! at? 
approval th | 


jo 
: ed 
: The Subjects were intervie n p" 
а few days after the operatio! ive 
Not earlier th T er 
an o ost-ope™" „л 

By. The inte: n the second p E a 
i . ~ Mterview Was conducted in jew? | 
n Which Only the Subject and the inter | 
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Were present. Af ter the ward nurse had intro- in the hospital and that he was invited to parti- 
duced the interviewer to thepatientandleftthe — cipate. Those participating in the study were 
room, the reasons for the visit were briefly assured of strict confidentiality and anonymity 
explained and the enquiry commenced forth- іп possible reporting of the results. The ques- 
with. The interview was structured, based on tionnaire contained 63 open-ended questions; 
an open-ended questionnaire. The same basic of these 6 pertained to births, pregnancies and 
questionnaire was used for all the subjects in- adoptions in the family ; 6 to births, pregnancies 
Cluded in the sample. At the end of the study and adoptions among friends, neighbours and 


Table 1. Summary of operations performed on the MC group patients 


Type af operation No. of cases 
Haemorrhoidectomy з : 
Submucous resection (in one case accompanied by nasal polypectoray) : 
Bilateral internasal antrostomy в ; inci ? 
Cholecystectomy (in some cases accompanied by cholangiogram or incidental 

4 


appendectomy) 3 


Excision of pilonidal sinus — 
Excision of tumour, right wrist, with application of plaster cast (slab) and 


excision of naevus on navel 1 
Repair of anal fissure | : 
Unilateral vein ligation and stripping, left leg і 
Incision and drainage of ischio-rectal abscess : 
Removal of foreign body from jejunum i 
Discectom , lumbar 5, sacral 1 | | 
Sibenseaun resection, bilateral intranasal antrostomy, and right je se ve 1 
Hysterectomy (accompanied by salpingectomy, oophorectomy or incidental : 

.Appendectomy) i 
Bilateral Goldens operation, first and fifth toes i 
Excision of ovarian cyst (accompanied by incidental appendectomy) : 
Incision ang drainage of left elbow (following cellulitis) > 
ron Or resection of ingrown toenail 1 

ft tympanoplasty SrA М 1 
Incision and 2 тт ШЙ of right femur and aspiration of right knee : 

€pair of pectus excavatum 1 

ght oophorectomy 1 

"'ansurethral resection of bladder tumour 

Total 35 


t Е ? А 
k “Ports of the pathologist were checked for distant relatives; 2 jo Tus es 
fig inter Viewed subject in the AI group to wedding and pee ше sive : 
Pit ier dl PNE арр s esce v Me А. among other ques- 
ме ће questionnaire. | The introductory re- tions; question no. 20 being e first one 
ing, 21 the questionnaire were formulated dealing with birth. = 6 questions 
Sty Uc a Way as not to reveal the purposeofthe dealt with the medica istory of the patient ; 
the У to the interviewee. At the beginning of illnesses ашал алу терер, friends, and 
Sty Ntervjiew the subject was told only that a neighbours; patient’s social life and recreation 

d 35 being conducted among the patients a short time before the admission to the hos- 


322 


pital; identifying data (date of birth, marital 
status, etc.); sociometric choices ; апа factors 
which were defined as determining socio- 
economic status (SES)—that is, education, 
i Occupation. 

"Annas of. SES indices. Three factors 
were considered as determining the SES of a 
subject: education, income, and Occupation, 
All the factors had equal weight. On each 
factor a person could receive 1-3 points, the 
values of the three factors were summ 
the result considered as indicating the SES 
level of this person. Table 2 describes the 
assignment of points on each factor, 


ed up and 
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Schooling, and the gross income of his өк 
was $6000 per year. He received en dis 
the Occupational scale, two points "adt 
educational scale, and two points on Wan 
come scale. His total number of points Meer 
accordingly his SES was defined as Er re 

Definition of birth event. In terms ene 
this concept was defined as within one oe 
before or after the operation. By pe ner 
volved, it included parents of the E p 
Spouse, siblings, children, aunts, uncle: nnd 
Cousins and the five psychologically pug 
People not already listed. The five psyc н е 
Cally closest people were determined 


Table 2. Assignment of points ‘for education, income, and occupation 


Points 
Factor | 1 3 
Education 0-9 years 10-12 years 13+ years er 
Income Less than $5000 per year $5000-$10,000 Per year Моге than $10,000 p 
Occupation Labourers—any level of i 


skill (including farm 
ands) 


ES, 5-7 points 
high SES, 
Ifa subj 


ect was sti 
the 


Occupation апа 
consid. 


à particular 


occupation, Hollingsheaq*s (1957) index was 


consulted. 
Example: Suppose that 4 


) Subject was a 
truck driver, has completed 


ll years of 


Clerical, sales, 
farmers, small 
businessmen 


rjal 
- eum nage 
technicians, Professional, manag 


an 
large businessmen 
proprietors 

b- 

| —— he 60 
basis of Sociometric choices given by i was 
ject during the interview, The birth ae preg 
denoted as an actual birth of a baby, ? 


a 
3 ject W 
nancy, and a wedding at which the subj 
present, 


5 


Assignment to experimental gro tpos? 
Study group (BE) was composed of à A 


: ale". 
Subjects whose interview data reve 
birth event а 


i bal 
5 defined above in their 
Bround, T 


s co 
he contro] group (NBE) er jew 
Posed of all those Subjects whose ID'^ ye 


^ an 
data did not reveal a birth event. AS M 
Seen from the diagram (Table 3), subjec in 
both AT a 


en 
nd MC groups could have Е 
cluded either in the BE or NBE groups 


T 
jal 9 6 
«cr. 15088 almost 30 % of the po ce 
Jects have not been included in the stud?» 


| 
| 
| 


ы ———————ы-ы 


| 


: 


d 
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existed the possibility of some kind of bias. 
Therefore, the sex distribution, the mean age, 
and the proportions of normal appendices of 
the AI and ANI groups were compared. The 
Sex and age data were obtained from the 
Perating-room records, the condition of the 
Temoved appendix from the pathologist’s re- 
Port. Other data on the ANI group were not 
available, 
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a value z = 1:04 (P > 0-20). On the basis of 
these findings it was concluded that on those 
characteristics compared the ANI group did 
not differ significantly from the AI group. 
When matched cases for patients in the AI 
group were selected, a leeway of 2 years in 
either direction was allowed. The mean ages 
of the AI group (28-34 years) and of the MC 
group (28-66) years were compared, yielding a 


Table 3, Summary of group names by abbreviation, description, and source 
(see text for complete details) 


Abbreviation Description 

Al Appendectomy patients who were 
interviewed 

ANI Appendectomy patients who were 
not interviewed 

MC Matched cases 

BE 
was found in the personal 
history 

NBE 


was not found in the personal 


history 


Table 4. Distribution of males and females 
in the AI and ANI groups 


„е Male Female Total 
I 
21 14 35 
ANI 6 8 14 
Total 27 22 49 


1 . | 
Sey x Sex distribution of both groups is pre- 
Ufer Table 4. The test of significance of the 


Sule Псе between proportions yielded a re- 
Was эр 2 < 1. The mean age of the AI group 
Sro '34 years, and the mean age of the ANI 
feren Was 30-00 years; a t-test of the dif- 


LS б between means yielded a result of 
N the (2€ Proportion of normal appendices 
this pe Broup was 0-11, in the ANI group 
of the Por tion was 0-29; a test of significance 
erence between proportions yielded 


Source 


All appendectomy patients in hospital 
during the study period (except those 
included in the ANI group) 

Appendectomy patients that could 
not be interviewed 


Selected from among Surgery patients 
(other than appendectomy) in 
hospital during the study period 


Following the interview a birth event Drawn from both AI and MC 


groups 


Following the interview a birth event Drawn from both AI and MC 


groups 


Table 5. Distribution of appendectomies and 
other operations in the BE and NBE groups 
(the groups defined according to the original 
specifications) 
Type of operation 
^- 


Append- 

Group ectomy Other Total 
BE 5 3 8 
NBE 30 32 62 

Total 85 35 70 


value of t < 1. As mentioned above, the sex 
distribution in both groups was identical. 


Test of the hypotheses 

As can be seen from Table 5, a very small 
number of subjects could be assigned to the 
BE group according to the original definition 
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of birth event. The test of significance of the 
difference between proportions yielded a 
result of z < 1. 

Because psychologically important persons 
and the time of the birth event were defined 
arbitrarily, a decision was made to redefine 
these variables. Analysis of the interview 
questionnaires revealed that in the majority of 
the cases the most important people for the 


Table 6. Distribution of appendectomies and 
other operations in the BE and NBE groups 


Type of operation 


Append- 

Group ectomy Other Total 
BE 17 4 22 
NBE 18 30 48 

Total 35 35 70 


Table 7. Distribution 


of pathologi 
normal appendices in the 3 gical and 


BE and NBE groups 


Condition of appendix 


Patho- 

Group logical Normal Total 
BE 15 1 
NBE 16 18 

Total 31 
4 35 


Append- 
Group ectomy Other Total 
BE 4 2 
NBE 3 6 Н 
Total T 8 к 
5 
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involved in the birth event". On the other hand, 
when asked about recent or Forthon 
births the subjects mentioned events in "s 
remote past and months ahead. However, SU d 
jects did not mention expected births cie 
Six months ahead. It seemed reasona it 
therefore to impose a six-month time ШП 
upon births in the past and the same : a 
limit upon weddings. The new definition 0 3 
birth event, involvingchanges in time and pe s 
Sons, arrived at on the basis of the data, 15 A 
follows: (a) time—within six months before ө” 
after the operation; (b) persons involve 
parents of the subject, spouse, siblings; ып 
dren, aunts, uncles, first cousins; (¢) x e. 
Svent—retained as defined originally; ding 
birth of a baby, expected birth, and a We 
at which the subject was present. and 
The subjects were assigned to the at 
NBE groups according to the new -— 
and the data were reanalysed. The 10 ew 
henceforth presented are based on the sis 
definition of the groups and all tests of 
nificance are two-tailed. th 
The data presented in Table 6 supp the 
first hypothesis, The test of significance ү HE 
difference between proportions yielde as ? 
sult of z= 2-83 (P < 0:005). There per 
Significant association between append’? cen 
and a birth event. An association pe pot 


other Operations and birth event di 
exist, 


t the 


Sa 
ee ee eee 


of 
Table 7 Shows that the proportions of is ot! 
mal appendices were virtually the same x: js of 
&roups, Therefore, the second hypothe 
this study has to be rejected. ; pyp” 
or the purpose of testing the third › 


Rest of the sample 


Append. tal 
“шу се, Total Grand t° 
Е 3 16 22 
24 39 48 
28 


27 55 "n 
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thesis, “young females’ were defined as fe- 
Males aged 15-29 on the day of the operation. 

able 8 shows that among young females the 
Proportion of appendectomies in the BE 
&roup was 0-67, while in the rest of the sample 
1 Was 0-81. The results are in the opposite 
direction to that predicted. The third hypo- 
thesis has to be rejected. 
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down according to the values of these variables 
and statistical analysis of the data carried out. 

Table 10 shows that the sex variable was not 
an important factor. Among the males the 
difference between the proportions of append- 
ectomies in the BE and NBE groups was 
0:350; among the females the difference was 
0:467. The difference between the differences 


Table 9. Distribution of appendectomies and other operations in the BE and NBE groups 
among females with upper SES and in the rest of the sample 


Upper SES females 


Append- 

Group ectomy Other Total 
BE 3 2 5 
NBE 6 8 14 

Total 9 10 19 


Rest of the sample 


Soo eS 
Append- 
ectomy Other Total Grand total 
14 3 17 22 
12 22 34 48 
26 25 51 70 


Table 10, Distribution of appendectomies and other operations in the BE and NBE groups 
among males and females 


Males 
gp A ex 
Append- 

Group ectomy Other Total 
BE 9 3 12 
NBE 12 18 30 

Total 21 21 42 


see 8toup of females with high socio- 
ther sic status (high SES) was very small, 
fe "fore it Was combined with the group of 
Bron, S with medium SES. The combined 
Tab Р is termed as having ‘upper SES’. In 
ma Б 9 it is found that among upper SES fe- 
Bg, € proportion of appendectomies in the 
хац 8700р Was 0:60, while in the rest of the 
рро eg Was 0-82. The results were in the 
Ong} te direction to the predicted one. The 
be, "Sion is that the fourth hypothesis has to 
“ected. 


Adg;,. 
tional findings 
тан Tmation on subjects’ sex, age, SES, 
Pare 3l status, and being or not being a 
Was available. The sample was broken 


Females 
r — M"! 
Append- Grand 
ectomy Other Total total 
8 2 10 22 
6 12 18 48 
14 14 28 70 


was 0-117 and this value was not significant 
(z < 1). 

The breakdown of the sample according to 
age, type of operation, and assignment to the 
experimental groups is presented in Table 11. 
Among the younger subjects the difference be- 
tween the proportions of appendectomies in 
the BE and NBE groups was 0:430; in the 
older group this difference was 0:398. Com- 
parison of the differences yielded a result of 
zs. 

The group of subjects with high SES was 
very small (nine cases only). For this reason, it 
was combined with the group of subjects with 
medium SES; the combined group is termed 
as having ‘upper SES’. The data presented in 
Table 12 show that in the low SES group the 
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difference between the proportions of append- 
ectomies in the BE and NBE groups was 
0-706; in the upper SES group the difference 


sons. Four subjects who were valen ‘A 
or separated were included with the subje" 
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; ; лаомей per 
The sample did not include r 5. 


— 


arrie ; 
: ied’ group. Among ће mar. 
: differences the ‘unmarried’ group rtion 
was 0-196. » p pag ea 0-06). This subjects the difference between V T ig ups 
ielded a value of z = Е ies in the EEan 
ана did not meet the usual rule of thumb of appendectomies 
-oups 
| eer с and NBE group 
Table 11. Distribution of appendectomies and other oper ations in the BE anc 5 
among younger and older subjects 
15-29 years 30-- years 
е ^ EN Grand 
Append- Append- total 
Group ectomy Other Total  ectomy Other Total j 
22 
BE 12 4 16 5 1 6 48 
NBE 8 17 25 10 13 23 б 
Total 20 21 41 15 14 29 
Qups 
Table 12. Distribution of appendectomies and other operations in the BE and NBE gro"? 
among subjects with low SES and upper SES 
Low SES Upper SES 
Append- Append- өш 
Group ectomy Other Total ectomy Other Total tole 
BE 9 0 9 8 5 13 E. 
NBE 5 12 17 13 18 31 ja 
Total 14 12 26 21 23 44 и 
E „oups 
Table 13. Distribution of appendectomies and other operations in the BE and NBE gro? 
among married and unmarried subjects 
Married Unmarried 
Append. ОООО Aisne ` Grand | 
nd- 
Group ectomy Other Total pp total 
P ectomy — Other Total 
ini 2 13 22 
NBE a 17 23 12 is E 48 
То{а1 17 19 36 18 16 34 10 
Р p? 
requirement that the level of Probability sh : bject? ye 
be 597. Nonetheless, considerin iis "y F^ dans among the unmarried "- 9 
g small- difference Was 0-187. Comparison r 
ness of the sample, the result seems to indicate differ : : of £^ 9 
that the association between birth SVentsand (p AUR Yielded a value i nificant of 
appendectomies was much Stronger in the 5% level pes Рама ваи? utat m 
lower than in the Upper social classes. This Tech 5 с the other ar ae sini [с P" 
finding will be discussed later, as if it had met for the E S T yielded the fol 2 for the Ye 
the usual requirement for level of Significance, ms wo Se e 


married B'oup T = 0.01, This seems tO 
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that the association between birth events and 
appendectomies was stronger among the 
Married than among the unmarried subjects. 

As shown in Table 14, among the parents 
the difference between the proportions of 
appendectomies in the BE and NBE groups 
Was 0:465; among the non-parents the dif- 
ference was 0-297. The difference between the 
differences was 0-168 and this result was not 
Significant (z < 1). 
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cortex (^ word brain’) which controls the body 
musculature and subserves the function of the 
intellect. 

The topographical position of the limbic 
system in the brain seems to enable it to asso- 
ciate many unrelated phenomena. 'This 
region of the brain appears to be so strategi- 
cally situated as to be able to correlate every 
form of internal and external perception. In 
other words, the possibility exists in this re- 


Table 14. Distribution of appendectomies and other operations in the BE and NBE groups 
among parents and non-parents 


Parents 
Append- 
4 Group ectomy Other Total 
ВЕ m 5 13 
NBE 8 13 21 
Total 19 15 34 
DISCUSSION 


The main hypothesis 

‚ү The data presented lend strong support to 
" first hypothesis of this study. When sur- 
Y patients are divided into two groups—the 
co endectomies and other operations—ap- 

ue C tomies follow birth events more fre- 
“ntly than the other operations combined. 
ah Strength of association does not seem to 
on On sex or age factors (Tables 10 andl 1). 

aj 4 Important view of psychosomatic disease 
tet in general is the Papez-MacLean 
(1945 - This theory, as developed by MacLean 
terme considers thelimbic system (оше 
Mot} thinencephalon’) as the дшге of 
there On. Furthermore, it is pointed out t z 
limbi are many strong connexions between the 
Wer с System and the centres of the autonomic 

in de US system as contrasted with difficulty 
Sor с Onstrating pathways between the neo- 
the ^ and the hypothalamus. This suggests 
tea Minance of the limbic system in the 
of visceral activity. Consequently, 
c. ап refers to the limbic system as the 
ral brain’, to distinguish it from the neo- 


‹ асе 
Vig 


Non-parents 
oH oq mn 


Append- Grand 
ectomy Other Total total 
6 3 9 22 
10 17 27 48 
16 20 36 70 


gion for bringing into association not only oral 
and visceral sensations, but also impressions 
from the sex organs, body wall, eye, and ear’ 
(MacLean, 1949, p. 351). MacLean goes on to 
emphasize that ‘in contrast to the neopallium, 
the rhinencephalon has many and strong con- 
nections with the hypothalamus for discharging 
its impressions’. To put it somewhat dif- 
ferently, the phylogenetically older part of the 
brain (the limbic system) is capable of asso- 
ciating different stimuli, but is incapable of 
analysing them. ‘Considered in the light of 
Freudian psychology, the visceral brain would 
have many of the attributes of the unconscious’ 
(p. 348). . 

The strong support lent to this theory by 
subsequent experimental work enabled Mor- 
gan (1965) to state: *The Papez-MacLean 
theory is now much more than a theory. It is a 
general description of what experiment has 
established, namely, that the limbic system is 
the central system in emotion" (p. 312). 

It is now possible to see the implications of 
this theory for the explanation of the dynamics 
of psychosomatic disorders. MacLean (1949) 
says: ‘it should be remarked that one of the 
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striking observations regarding the patient 
with psychosomatic illness is-his apparent in- 
tellectual inability to verbalize his emotional 
feelings...In the psychosomatic patient it 
would almost seem there was little direct ex- 
change between the visceral brain and the 
word brain, and that emotional feelings built 
up in the hippocampal formation, instead of 
being relayed to the intellect for evaluation, 
found immediate expression through auto- 
nomic centers. In other words, emotional feel- 
ings, instead of finding expression and dis- 
charge in the symbolic use of words and 
appropriate behavior, might be conceived as 
being translated into a kind of “organ lan- 
guage”? (p. 350). | 

The original problem remains t 


О be ex. 
plained. Birth is preceded b 


preoccupied with t 
Pregnancy, or a new b 


| aby, but unconscious] 
he is preoccupied with sexual fantasies 
Following this association 


n 
verbal or other behavio 


ur, 
neocortex, but downwa 


Id throy 


controlled by the ay 
is well fitted to express * 
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ich 
Thereis one type of sexual cmd 
is fully sanctioned in Western culture fantasies 
tween husband and wife. Sed " cause 
Concerning one's spouse do not BEMA 
feelings of guilt. If the foregoing exp " among 
valid, wives should not have ee ated the 
Persons whose birth event sieur males 
appendectomy. There were six e group; 
undergoing appendectomy in the ersons 
two of them mentioned their wives asp es the 
associated with birth events. I n both "marrie 
Pregnancy preceded the marriage: ch of pres" 
When his bride was in the sixth mont old, was 
nancy; the second, while only sae bai n 
already a father of a 2} months old bly com” 
this case also the marriage was proba date 9 
tracted to Sanction the pregnancy (h stances 
Marriage Was not obtained).* In en nave 
then, strong feelings of guilt mig 
arisen, Jain 
An attempt may be made now К. 
the puzzling phenomenon of ея first tW? 
quency of appendicitis during the s, 1958): 
Years of life (Longino, Holder & Gros "pe ad 
Wo complementary hypotheses ариу 1 } 
vanced: (а) the young child’s voca notific®” 
very limited, he cannot understand nism 0 
tions about birth events; (b) the mecha айу 
р 


5 1 at this € 
repression is Not yet established at this, 
age; when psyc 


es in Ё, 
hic tension accumulat о 


i d to the 2, ef 
nervous system it can be relaye пу rat? 

Cortex and discharged behaviourally г 
than Somatized, y 


Е endix 5 у. 
© Teason the vermiform apps san 
lected as the site of the lesion remain 
question, 


It Could be m 


itis P 
dic"? , 
aintained that appen re 
akin to 


ар, 
Pscudocyesis. However, the v тей 
Bivin & Klinger (1937) agen i 
ption. These authors то itera, 
"docyesis described in the ae ict 
Period 1685-1935, and ар It i 
Ssociated with pseudocye 


* itis of int? ji 
Considering the age of his baby, it! endi so 
to note that this patient succumbed to = ferc еб 
Ost exactly а year after having the tof 
is future wife which led to her ОШ 
y. 


cases of Pse 


during the 
IS never 4 


OCK pregnane 


ng —- 
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hardly likely, in any case, that a diagnostician 
Would confuse pseudocyesis and appendicitis. 

Another possible explanation of this finding, 
congruent with Groddeck’s (1923) hypothesis, 
15 that the birth event gives rise to a birth wish, 
Which is expressed through appendectomy 
(symbolic delivery). If this is so, then among 
childless people there should be a stronger 
association between birth events and append- 
ĉctomies than among parents. This supposi- 
lon, however, is not supported by the data 
Presented in Table 14, 

At this present writing, little more than 
SPeculation тау be advanced toward more 
*ceptable explanations: (a) it is possible that 
БОС Only the appendix is affected following 

Irth event (Inman, 1958, 1962, 1965), (b) there 
“eat be a familial predisposition (constitu- 

Nal or Other) toward the same type of illness* 

dan 1929), (c) the appendix is situated in 
i Pelvic region. These hypotheses need not 
Considered mutually exclusive. 


The remaining hypotheses 
th The second hypothesis of this study stated 
be те Proportion of normal appendices will 
ve ‘Sher in appendectomies following birth 
b; nts than in appendectomies not following 
Wa events. This hypothesis was rejected. It 
ased on the findings of the Ingram re- 
1965), where it was reported that 
ТИЗ Who had normal appendices removed 
tie "ted more emotional problems than 
moy Who had pathological appendices re- 
Ypot The implicit assumption behind this 
fan А hesis was that birth events (and birth 
um 59), being psychogenic factors, represent 
fun g aal problems and are associated with 
diq nel illness, However, the Ingram sample 
Pog fe exclude all those patients who had a 
Чону “tative diagnosis other than ‘appen- 
Sites | In other words, all the Lary er 
Am 1 ка Surgeons were included in the 
x. This fact explains, perhaps, why 
inq PU рег cent of the appendectomy patients 
T Sd in the sample reported that at least one 
peng Parents or siblings also underwent 
ectomy, 
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Ingram found more health complaints after 
the removal of normal as contrasted with that 
of pathological appendix. The Meyer group 
(1964) also reported more illness under similar 
circumstances. On the other hand, in the pre- 
sent study the possibility of diagnostic error 
was greatly reduced by excluding from the 
sample all those patients who did not have a 
post-operative diagnosis of ‘appendicitis’, 
The present sample represents a different 
population and, as might be expected, the 
results are different. 

The third and the fourth hypotheses had the 
same implicit assumption behind them and 
were an attempt to replicate the findings of 
Meyer, Unger & Slaughter (1964). Again, the 
population studied was different in the present 
investigation. The Meyer, like that of the 
Ingram work, included all appendectomy 
patients in the sample and this explains the 
rejection of these hypotheses. An additional 
reason for rejection of the fourth hypothesis 
may be the great difference between definitions 
of SES used by the Meyer and present 
study. 

An important conclusion may be reached 
following the acceptance of the first, and re- 
jection of the second, third and fourth hypo- 
theses; namely, psychogenic factors appear to 
operate in the genesis of appendicitis with an 
organic basis. 


Additional findings 

The SES factor appeared to be a notably 
important determinant of the strength of asso- 
ciation between birth events and append- 
ectomies (Table 12). Differential patterns of 
behaviour may possibly contribute to the ob- 
served difference in the strength of the associa- 
tion between birth events and appendectomies 
across the social classes. 

It has been found that members of the lower 
social class very frequently have relatives, out- 
side their immediate households, living in the 
same community (Pineo, 1964). By way of con- 
trast, members of the middle and upper classes 
are often isolated geographically from their 
kinship groups (Seely, Sim & Loosley, 1964). 
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In these classes young people leave the com- 
munities in which they have grown, bringing 
With them to the new place only their nuclear 
families. The geographical isolation is also a 
social isolation (Seeley et al., 1964). The ties 
with the kinship group are weak, the psycho- 
logical importance of the non-nuclear part of 
the family becomes marginal. : 
Differential patterns of social 
another factor which may be considered in 
this context. Members of the middle and upper 
classes generally join for 
frequently more than one 
On the other hand, memb 
class rarely join formal 


These two patterns оГ] 
in the lower Class the fa. 


members of the 
balize less their 
unacceptable Га 


indirect) of feelings of 
behaviour is not a 


as to the memp, 
classes, 

It was also found t 
association between 
ectomies in the grou 
&roup of unmarried 


emotions, F 1 


Я о 
ntasies, the dischar 


guilt throu 
5 readily availa 


ers of middle and 


hat there Was a 
birth events and 


Р Of married tha 


i n in the 
subjects (Table 1 


3). This 
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e 
finding should be related to the fact e 
marriage ceremony frees the couple to ж: d- 
pate parenthood; unmarried persons, m plan 
ingto existing social mores, should no ople 
to have children. Therefore, married 25 
Probably pay more attention to birth Re in 
and these are aptto attain more promine 
their PSychological world. 


Suggestions Sor further research 


b- 

The most challenging question to a Н 
Mitted to future research is whether the m d to 
influence of 4 birth event is restricte of 
“pPendicitis~appendectomy ur om as 
Whether there are some other diseas 
much related to birth event. roth of 
Another interesting problem is the $e th 
me elapsing between a birth event ‘ples is 
Onset of illness, A closely related pro oral 
Whether an attack of appendicitis is pay (of 
associated with the actual date of he future 
Wedding), or with the date on which Pon arti- 
Patient learned about the birth (or his Р 
cipation in the wedding). ted t0? 

In this Study birth fantasies were rela al life 
birth event actually taking place in pm Ї 
However, 85 seen in the case of Dora ( to 
1905), birth fantasies can be related nor? 
imagined birth event as well. Further yt 


ti 


birth fantasies might possibly arise m Ў 
being Preceded by a birth event (T pab! 
imagined), Future research will pro up” 
attempt to discover the circumstances 
Which birth fantasies may appear. uld ma 
Finally, а cross-cultural research sho jatio” 
conducted to ascertain whether the ert 
tween birth events and the арр nom” 
Sequence can be found in pe 
es, or if it is a cultura 
menon, 
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&oing appendectomy, following a primary dia- 
Enosis of appendicitis; the second group was com- 
posed Of thirty-five patients matched according to 
age and sex to the appendectomy patients and 
undergoing а variety of other operations in the 
same hospital and at the same time. A significant 
sociation between BE and appendectomy was 
found; the association between BE and other 
ePerations did not exist. Certain psychosocial 
Variables were found to affect the strength of asso- 
“ation between BE and appendectomy. The results 
Were discussed with reference to the Papez-Mac- 

Sen theory of psychosomatic disease and findings 
Presented in sociological literature. 
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Family problems in medical and nursing families 


By R. E. MACKIE* 


" From the family and marital therapy of 
amilies containing one or more medical 
Practitioners or nurses, I have received the im- 
poem that there are problems, as well as 
z сы у difficulties and advantages, in 
€ ways peculiar to such families. This im- 
ано п has been fortified by professional 
of ining) and social contacts with the families 
Medical and nursing colleagues; as well as 
Se cenation of interactions with my own 
ies, parental and marital. 


FS 


THE WISH ТО BECOME A DOCTOR OR NURSE 


meee enter the medical and nursing profes- 
and LES any other walk of life) for a complex 
“рее, determined variety of motives. Some 
Nee S have their roots in unresolved infantile 
| 5, of which the adult practitioner is likely 
: п ney unaware. I wish to advert to some 
а) тыраш important. 

t oe identification with a parent, 
Pecia ^ Important childhood figure; es- 
org wa but by no means exclusively, when he 
eques, à doctor or nurse. Thus doctors' sons 
Steps ntly wish to follow their fathers’ foot- 
the cobartly because at one stage of childhood 
j шщ. cept ‘adult male’ meant ‘doctor’. Such 
di vow Seem often not to give rise to much 
as ЧКУ in adult life. At other times they do, 
ЫК, the child of a clinician becomes a 
| а ‹ doctor (or vice versa) and feels he is 
When th, eal doctor’; and more particularly, 
the op с identification is with the parent of 
Nurs PPosite sex; i.e. the boy who becomes а 
Hentic cause mother was’. This cross-sexual 
Mon „Cation is in my experience most com- 
The inne female doctors and male nurses. 
Ur so "ation is complicated by the fact that ın 
« -ciety the medical role is predominantly 

\ 


епї que 
of ap Mor Lecturer in Mental Health, University 
“ееп, 


Тебе, 


a masculine опе and the nursing role pre- 
dominantly feminine. 

(b) Compliance with the parental image of 
oneself, stated or unstated. The child receives 
the impression, from what the parents say or 
from how they act, that they wish him to be- 
come, for example, a doctor. Again, this situa- 
tion may give rise to no particular difficulty; 
but sometimes it does, as when the child’s own 
disposition is towards another means of self- 
realization—for example music. This variant 
of astandard adolescent identity problem is 
familiar to those who have treated medical 
and nursing students. 

(c) The quest for omnipotence. Sharaff 
(1964) and Searles (1955) have called attention 
to this need among psychiatrists, in training 
and subsequently; it should be noted, how- 
ever, that this malady (to the extent that it is 
one) is not restricted to psychiatrists, but 
most incident to doctors in general. (Nurses 
seem less bothered by it.) Such infantile drives 
are reinforced by experience in medical 
schools, where the students tend to identify 
with their mentors, who are often seen as 

owerful, aloof, rather Olympian figures to be 
revered and placated, and further reinforced 
by the facts of medical life, where the doctor 
does indeed have powers of life and death. 

The difficulties caused by this phenomenon 
stem from the fact that if the doctor fails, as he 
must, to live up to his unreal aspirations to 
good omnipotence, then he is castigated by his 
conscience and subjected also to the hidden 
fears of his bad omnipotence. Hence we ob- 
serve the ‘ bossiness’ and need to change people 
well-nigh universal amongst medical practi- 
tioners, of which Searles (1961) (speaking of 
psychiatrists) says: ‘Probably there is nothing 
which interferes more with the psychotherapy 
of such patients than the therapist’s anxious 
need to “cure” them.” 
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Again, this phenomenon is not orn E 
psychiatrists et cm d Low ne 
icious among us), bu А е 
Шол the medical profession in the а 
may aroused in all but the most mature by the 
patient who ‘refuses’ to get better, and the 
general preoccupation with comparative ‘suc- 
cess’ rates as between different workers and 
treatments. Main (1957) remarks: ‘Refusal to 
accept therapeutic defeat can however lead to 
therapeutic mania, to subjecting the patient 
to what is significantly called “heroic surgical 
attack”, to a frenzy of treatments each 
carrying more danger for the patient than the 
last, often involving him in varying degrees of 
unconsciousness, near-death, 
mutilation, or poisoning.’ 

(d) Associated with the foregoing, the de- 
nial of dependency needs. It is notorious that 
the doctor himself makes a bad patient; in- 
clined, as Richard Gordon wittily Observes, to 
carry on as though nothing wer 
his temperature 
retire to bed in com 
must know of tra 


pain, anxiety, 


» depen- 
dent, and at depth contemptible, There can be 
no true love or esteem 


as this would threaten 
the return of true depressive feelings. Manic 
reparation can never 


be completed, Because 
of this condition, the underlying guilt which 
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imde in face 
manic reparation seeks to alleviate sa f 
not relieved. One sometimes sees this hene 1 
manic reparation in charitable insti nr f 
when for instance those in charge ра on 
selves as spreading charity and керше 1 
unworthy and ungrateful people. — 

Before concluding this section I wis iv 
that it should not be taken as anything li date 
exhaustive list of motives for becoming à i 
tor or nurse, and has particularly е | 
inadequate attention to more ow 
healthy motives of which I am wel né those 
have merely wished to draw attention zii 
motives which seem to me of importa 
the study in hand. 

| 


THE WISH TO BECOME A PATIENT ively 

The ‘need to be ill’ has been —— 
Studied. Some findings which emer uti 
plementary to the findings in the above s 
are as follows: " ar 

(a) Introjective identification with ed Р 
or other important childhood figur an 
ceived as sick; thus the adolescent ean 
pain of emotional origin, whose father 1 
а cardiac infarct, image of 
(6) Compliance with the parental i аш. 
Oneself, stated or otherwise; ove’ 
“mummy's boy’ who perceives that ae ү 
Protective mother would be quite glac ре! 
Were Ш (partly as ап expression ex 
concealed hostile feelings, partly as an E. 
to keep him near her). 


(c) Denial of 
seeki 


ents 


Я 


cus? 


ce 
omnipotent and eet e 
ng drives, especially where they «9 И 
as competitive and therefore, in amet yn 
structive. This is one of the main seed ae 
of anxiety (manifested as headaches, pe iy 
ete.) which prevents people from pam а 
More successful at work, or which OV" рій 


them if they do allow themselves, for ex? 
to be promoted, 

4) Expression 
People (for exam 
feel that they ca 
care they desire 


Context, Main Te 


y 
Мей 
of dependency needs: n 
ple, chronic hyposb af ай 
n only get the atten теб | 
by being ill. In the opi. 
minds us of the sto? 


= 
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doctor’s son who when asked what he wished 
to be when he grew up replied ‘a patient’, and 
Proceeds to delineate a particularly malignant 
form of attention-seeking illness occurring 
Particularly (8 out of 12 cases) in nurses and 
the female relations of doctors. 
(е) Guilt over damage unconsciously felt to 
ave been done to the initial love objects; as 
‘mong so many depressed patients. 

е above lists (summarized in Table 1 
co Clarity) of personality traits in doctors and 
" ui on one hand and of patients on the 

er are, as mentioned, not intended to be ex- 
austive but to cast light upon the degree to 
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enemy, prison warders and their prisoners, 
and so forth.) The concept of projective 
identification, whereby an unwelcome ‘ part’ of 
the self is projected into another person and 
dealt with there, is of the greatest use in 
understanding such symbiotic relationships. 


MARITAL INTERACTIONS IN MEDICAL AND 
NURSING FAMILIES 


It seems to me that doctors and nurses 
sometimes need patients so badly that they 
actually marry them. By this, I do not neces- 
sarily imply that they become romantically 


Table 1. The doctor-patient and nurse-patient symbiosis 


Traits of Doctor or Nurse 


а) Identification with doctor or nurse-like parent 

(b Ог parent figure 

(с) compliance with parental image of oneself 

(4) en of omnipotence needs 

(e) Mea of dependency needs | 
*paration for damage to initial love objects 


pch they are complementary. In Jungian 
«p 8lage, the patient is to some extent the 
. adow* of the doctor or nurse; that part of 
Pent, herself which he or she cannot, usually, 
Potent express, but which exists as a powerful 
Jal, and sometimes actual, element of his 

оф m make-up. (Perhaps per contra the doctor 
lo 15 to some extent the “shadow of the 

; certainly many hypochondriacs show 
fil у Curing interest in medical literature, 
"latin bout hospitals, etc., even on topics not 
tolog 9 10 their own particular symptoma- 


е Essence of the matter is that doctors and 
for fin ч patients, for emotional as well as 
be de ancial reasons; to some extent we may 
minj, ibed as hidden patients, who cannot 


Inj 
‘Seq, T to the ‘patient’ in ourselves, but 


Noted t hers to minister to it in. (It may be 
іу 20 parentheses that a similar symbiosis 
Stim: 11 other walks of life; that policemen and 
hag nals need each other, as MacInnes (1960) 


Suggested; similarly soldiers and their 


Traits of Patient 


(a) Identification with ill parent or parent 
figure 

(b) Compliance with parental image of oneself 

(c) Denial of omnipotence needs 

(d) Expression of dependency needs 

(e) Guilt over damage to initial love objects 


involved with current patients of their own; 
rather that they unconsciously choose some- 
one who is likely to become chronically ill. 
(In this doctors and nurses are of course not 
alone; 50 % of widows and divorcees of al- 
coholics who remarry marry other alcoholics; 
and I know a woman who three times married 
men with severe deformities of the lower 
limbs.) It is as though such people say (not 
necessarily in words) to the beloved during 
courtship, ‘I will always need someone to look 
after’; to which the beloved replies, in effect, 
“Dearest, I will always be ill’ 

Such studies as have appeared in the litera- 
ture lend some support to this thesis. Evans 
(1956), in a report on fifty cases of psychiatric 
illness in doctors’ wives, commented upon 
theprevalence of three syndromes: depression, 
addiction and somatization. The depression 
appeared to be related to the wives’ loss of 
their role as active participants in their hus- 
band's careers, and to their loss of his com- 
pany as he became more busy. Through the 
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addiction the patient ‘unconsciously sym- 
bolized her dependency needs through the use 
of one of the most fundamental and gratifying 
resources the physician has to offer’. The fre- 
quency of somatic symptomatology, parti- 
cularly pain, ‘also points to the hostile 
dependent aspects of the husband-wife re- 
lationship. Pain brings a patient to the atten- 
tion of the physician who, in turn, directs his 
energy to the alleviation of that pain. Nothing 
can be more frustrating, confusing or em- 
barrassing to the physician than pain of un- 
diagnosed etiology which he cannot relieve.’ 
Evans appears not to have used marital 
therapy, although clearly aware of some of the 
marital interactions in these medical families, 
Thus he suggests that ‘the husbands had con- 
tributed to some extent to the illnesses of their 
wives, a participation which extended beyond 
the doctor’s Preoccupation with his work. The 
physician, secure in his omni 
patients who are frankl 
professional capabilities, rej 


Before leavin 
‘reticence. . „al 


verted to by Scarlett (1965). ‘F 
Says, ‘I have never been 


Sources about this insc: 
is much attention pai 
anyone including th 
always paying atten 
concludes, ‘In these 


> Rarely 


wife’ b 
€ doctor himself, who is 
tion to Someone 


else. He 
circumstances an attitude 
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ce. 
of godly indifference will no longer — 2 
Rather as there are grounds for a new app 


an attitude 0! | 
to the old dialogue and even an attit 
humility.’ 


FAMILY AND MARITAL THERAPY : SOME BASIC 
CONCEPTS -— 
Family and marital therapy was жү у.) 
in this country by Dr (then Ee one | 
Dicks, whose 1953 paper remains Fur of the 
of the two most lucid brief pee in 
topic; the other being that of Jay : tations 
1962. Two excellent lengthier presen pincus 
are those by Ackermann (1958) an an in 
(1960). OF recent years there has beer ШШЕ 
creasing interest in the topic, with a Г à 
flood of publications. | a few of 
It may be useful to summarize ei ed and 
the leading concepts which have sai of 
about which there is a substantial mea 
agreement. ing t? 
(a) The ‘scapegoat’ concept. Accordi as 
this, one member of the family is design (and 
the ‘ill’ one and carries the burdens e i 
privile d: f 
t 
“We аге a happy united family, p 
Johnny, who steals and is the odd aher and 
Further investigation reveals that fat t vef 
mother never have quarrels, penes of 
whether Johnny should be treated sev ed 85° 
leniently; Johnny's misconduct is nee e; Ире, 
pretext for mother and father to disag"? che 
ceases to misbehave the true cause rigidi 
quarrel (father’s drinking, mother $ pes? S 
etc.) have to Come into the open. Fort to P 
Other reasons the family needs Johnny ures 0 
black sheep, and exerts subtle jet р 
him to adopt this role, pofta 
(b) Arising from this, the concep а 
exchange of the ‘patient’ role; in mk sif 
couple, the marital see-saw. If пира onl iw 
drinking, wife may become depresse' " абу; 
improve when husband starts drinks e wo 
Dr Dicks tells of а marriage wher? дей 
\ 


ges) of patient status for ПШ 0 
family. Thus one hears statements of t of 

-gjeld of 
Presented with frigidity; when this yie^ wh 
treatment, h 


Я ent» 
usband became impot 


Problems in medical and nursing families 


this yielded to treatment, wife developed a 

. Snake phobia! 

A (c) As a further extension, the concept of 
Marital and family collusion. The treatment of 
an agoraphobic wife appeared to be foundering 
9n the fact that her husband would not leave 

er alone in the house to go to work when she 
complained of her symptoms, in spite of ad- 
Vice to do so. It turned out that he was in 
danger of being promoted at work, and that he 

z "8S secretly afraid of this as he would then 

Ave to exert discipline, which he dreaded. 

» P consciously and for his own reasons he 
Slluded in her manipulations to keep him at 

*r side, although ostensibly doing so only on 
the Peas He seemed also to perpetuate 
Wh Isagreement between his wife and mother, 
ee he feared to stand up to himself. In such 

b E he colluded in her neurotic adaptation 

*r aggressive and dependency problems. 
Tom instances such as these, which could 
* multiplied, it is evident that the family 
“mber who presents as the ‘patient’ is often 
уло means the only, or even the most, dis- 
t 2 Опе, It further follows that treatment of 
| ш ignated ‘patient’ in such instances is 
ely to be successful unless attention 1s 
fa apis to the needs of the spouse or other 
y members, 
caring these (simplified) concepts in mind, 
may turn to some case reports, selected and 
tage sed, partly from reasons of confiden- 
апа? 1707 nine families containing doctors 
fo ү nurses, treated by myself over the last 
years, 


CASE REPORTS 


case reports may be presented 
Y at this point, 
Case | 


Three 


rief] 


Tesi А, а 66-year-old labourer with a moderate 
_ Wig у hemiplegia of 3 years standing, presented 
^ deat Severe depressive symptoms following the 
Ma ofhis mother after a fall at home. He showed 
bar? “l@ssical features of the severe grief reaction, 
ar intense suppressed hostility to hrs 
» Who appeared to his wife and me as an ex- 
Ominating woman, who indulged him 
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and manipulated him particularly by making him 
feel guilty. His wife, a 63-year-old ex-nurse, re- 
sembled his mother in many respects, though he 
was slightly more rebellious towards her than 
towards his mother. However she "brought him 
up’ to see the doctor, ‘made him take his pills’, 
gave him an allowance (decided upon by her) from 
their joint income, and generally acted as 
mother, nurse or sergeant-major to him as child, 
patient or private soldier. They have six children, 
all but one having left home, the remaining one 
being an assistant matron being treated for what 
was then thought to be terminal carcinomatosis. 
Of the children who had left home, one was defi- 
nitely schizophrenic, and at least one other seemed 
seriously emotionally disturbed. 

Of the many interesting features of this case the 
following is particularly relevant. Mrs A, who had 
had an extremely emotionally deprived childhood, 
stated quite categorically, * You can't expect atten- 
tion unless you're ill’, As Mr A became able to 
ventilate some of his rage towards her and his dead 
mother, and to lose his symptoms, she became able 
to accept attention for herself, and began to mourn 
for some of her many losses. They communicated 
better, left therapy, but returned six months later. 
By this time the matron daughter had recovered 
from what had now retrospectively been diagnosed 
as an emotionally determined illness, and was back 
at work. At the beginning of this second course of 
therapy, when Mr A was asked what was wrong, 
he glared at his wife and said * You must ask her, 
it's her that's got me here’. She reproached him for 
not taking his tablets and otherwise misbehaving. 
It gradually became clear that the household now 
comprised two ‘nurses’ (female) competing for 
one ‘patient’ (male), who now was by no means 
disposed to accept the dependent ‘patient’ role 
and soon stopped attending. Mrs A continued to 
attend on her own and I was able to help her some- 
what with her own basically very depressive 
problems. А 

Comment. In this case the nurse-wife was at 
first quite unable to acknowledge her own need for 
help, but seems to have sought help indirectly 
through the scapegoat ‘patient’ husband. This is 
particularly clear in the second referral, which was 
definitely initiated by her. During the course of 
treatment, again particularly on the second occa- 
sion, she became able to accept help for herself 
with consequent apparent improvement for both, 

The part played by the matron-daughter, who 
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to attend but never did, re- 
d "pec ce Possibly when her 
dir was able to adopt certain ‘patient’ atti- 
т vs was able to relinquish her own. The part 
вуса by the other children is also not clear. Опе 
decem this was a family which had been deeply 
disturbed for many years, with consequent grave 
emotional damage to at least some ofthe children, 
and that only limited amelioration of the situation 
could at this late stage be expected. 


Case 2 


Mrs B, a 28-year-old woman who had com- 
pleted general nurse training, presented with 
agoraphobic symptoms dating back to her mar- 
riage with Mr B, a 30-year-old sales representative 
who had also completed general nurse training. 
Mrs B's mother and sister were actively engaged in 
mental nursing. Mr B had spent most of the first 
ten years of his life in hospital as a result of polio- 
myelitis, and had some residual deformity. He 
presented a tremendous denial of his ‘patient’ 


needs, and appeared only concerned with his wife’s 
welfare, whilst clearly acting, however, to main- 
tain her in the ‘one. 


down’ role, Which she 
obligingly assumed, 


Again therapy was marked b 
of ‘patient’ as between 


aid of being alone as 
€ able to help him to 
tent with these problems. Mrs B’s 
sister also apparently became less ¢ 
though they did not appear in t 
situation. 

Comment. Clear evidence of collusion between 
nurse-husband and nurse wife to keep all the 
‘patient’ attitudes Ostensibly restricted to the 
latter. Therapy resulted in а Shift of emphasis 


because she 
a limited ex- 
mother and 
ritical of her 
he treatment 
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icts, as they . 
(marital see-saw) away from her conflicts, 


Case 3 


5-year 
Here the presenting patient was vi ue 35-у 
old unmarried woman clearly identifie 


, he di 
appointments she had ‘broken down’ as 


А he 
я s :chlike him 5 
written an M.D. thesis like him, which oa e 
never presented, and retired into inv 


-old Mrs 
tended by her widowed mother, 70-year-ol 


ne 
hter alo 
Attempts to get Mrs C to leave her daug e dow? 


1) 


a bit, e.g. by going to visit relatives, НЕ wirt 
because of the anxiety (allegedly over he 


with het 
| . ming 4 

deceased doctor father, particularly in gor dis- 

failure and a patient. After some profes i 


Я 


husband. 
were partially resolved, to those of her 
and to a lesser extent mother and sister. 


{ 


Dn 


f this 
of Mrs C, not of Dr C. A notable feature о, 


echado 
case was the prominence of the panien: pa 
in the doctor father and daughter, part а i 
about by the ‘smothering’ of mother, W ical pf 

professing exaggerated respect for them sentative 
fession, in fact attempted to turn its repre: е 


: ; ntro 
(including myself) into failed, easily cO 


an 
an! 
children, and by looking after her husb he 


i iness 5 
daughter so solicitously, to avoid the lonel 
Secretly dreaded. 


100, 


3v collus' 
Comment. Clear evidence of family C ically 


with the medical representative acting е1 P 
as the ‘patient’ and allowing one o 
recognition of her own needs for help. ieve? 
peutic resolution of this situation was achi 


ERAPY 
RESULTS AND PROBLEMS OF THER 


1 

It is not easy {о assess the degree : pil 
provement, if any, in this type of ош of 
of symptoms (the marital see-saw) ЇЇ ard 
Spouse to another could scarcely be ad ous 
asimprovement in the total situation, 2 ed 9 : 
the presenting patient might be claim J 
Successful cure, For reasons such as this йай, 
not attempted апу objective or qd à 
assessment of my results, but wish abl? кА 
record my own impression that I pe ve 
Modify the family or marital constell@ nd К, 
favourable direction in seven cases, i | 
able to effect any noticeable change var 
other two, Total duration of treatme? 
from two hours to twenty-three. 


2 
x res 
It may be Useful to record some iMP 


"m 
ther?" 


ES = r SAÁ 


i 


Problems in medical and nursing families 


gained from this experience which might be 
of help to others attempting this type of 
work, 

First, І would emphasize the degree of 
humiliation, helplessness and guilt attaching 
in the minds of many doctors and nurses to the 
Presence of emotional disorder, not only in 
themselves but in their relations. Some feelings 
ate common in any case in the relatives of the 
emotionally disturbed, who frequently expect 
to be blamed for the troubles of their child or 
Spouse, but they seem particularly painful 
When the relative is a doctor or nurse (an ex- 
Pression perhaps of some of the attitudes, 
notably the hidden contempt for patients, 
wuumbrated in the opening section). My cases 
a € all seen as out-patients at the Ross Clinic, 

Small acute-neurosis unit of the National 
im Service associated in the area with less 

€ stigma attaching to emotional disorder 
Dem the large mental hospitals; nonetheless 
telu enis and nursing families seem even more 
ias D than others to be known to be attend- 
Na The A's were indeed treated, with their 
leat, in front of a one-way screen for 
ay e purposes; I think now that this may 
ane, een a mistake, and a factor in the reluc- 
o the or the matron daughter to attend, and 
psp HE to discuss her problems. The B's 
опар? requested that their notes be kept 

Mic a request which I honoured by 
are on next to nothing in their case files (which 
i hei 50 confidential as one could wish) nor 
this etters to the general practitioner. Indeed 

ince my practice since. It seems à 
аа; lle attitude in view of the relative 

TSin ality of case notes to other medical and 

те] мы Practitioners, who may be friends or 

ie of the family. 

atten ndly, I would stress the importance of 

Some us to help the family to understand 
3 tiation 26 dynamics discussed in the opening 

Urges e? notably the way in which doctors and 

theip ^, Deed" patients and may find them in 

| ыы. rather than have to notice 
rieng like’ attitudes in themselves. My ех- 

When - has been that this understanding, 

achieved by the family itself rather than 
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stated dogmatically by the therapist, goes a 
long way to improving communications in the 
family and resolving symptoms. 

Finally, I wish to touch on some of the 
problems raised by the fact that the therapist is 
himself a medical practitioner. To a certain 
extent the character of the therapist is im- 
portant in all family (and indeed individual) 
therapy; thus the members of any family are 
likely to react differently, for instance, to a 
male than to a female therapist. However, in 
medical and nursing families the complications 
seem particularly important; on the whole I 
have been impressed by the negative feelings 
of nurse- and doctor-relatives (or patients) to 
doctor-therapist. Remarks, like * You're the 
doctor, you tell us’, uttered in a rather angry 
tone, are common. The expectation of scorn 
and reproach seems high. I have not always 
been able to overcome these attitudes, which 
have therefore limited the extent and useful- 
ness of the attempts to help. On occasion 
however I have been able to use these attitudes 
to help the nurse or doctor concerned to under- 
stand some of his or her own conflicts in rela- 
tion to the scorned, reproached, and angry 
‘patient’ in him or herself, so that they have 
come to realize that the scorn, reproach, and 
attack came not from me but from certain 
aspects of themselves projected on to me. 


APOLOGIA 


Doctors and nurses are constantly exposed 
to human pain, physical and emotional, and 
are ill prepared by their training for this bur- 
den, as I have noted elsewhere (Mackie, 1965). 
The emotional reactions of practitioners to 
these burdens is coming under a welcome and 
increasingly close scrutiny, notably in this 
country from Balint (1957) апа his 


co-workers. 
At a time when there is a good deal of dis- 


content by medical and nursing practitioners 
with their lot, customarily attributed to the 
inadequate financial rewards and other practi- 
cal conditions of service, it seems opportune 
to examine not only the external but the in- 
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ional) environment in which we 
oo oe улы, ee — we 
j i ut also our 
жен mih peer all of us to some 
ce the resources to continue to cope 
eU бечера. constantly being made upon 
Е" am well aware that many aspects of medi- 
cal and nursing marital interactions have been 
itted from this paper. It has been written, 
ead in the hope that it may lead to further 
ene in the key field of the emotional health 
of health workers themselves, who have 
hitherto benefited less than they might, at 
least in this country, from advances in psy- 


chiatry such as family therapy, stemming 


ACKERMANN, N. (1958). The Psychodynamics of 
Family Life. N.Y.: Basic Books, 

BALINT, M. (1957). The Doctor, His Patients and 
the Illness. London: Pitman Medical, 

Dicks, H. (1953), Experiences with marital ten- 


sions seen in the Psychological clinic. By. 
J. Med. Psychol. 26, 181, 


Evans, J. (1965), Ps 
wives. Am. J. Psy 

HALEY, J. (1962). 
Process 1, 69, 


ychiatric disorders in doctor’s 
chiat. 122, 159-63, 


Whither family therapy. Family 


and Kee, 
MACKIE, R McCance, С. & GARDINER A 
(1965) emorandum 


R. E. MACKIE 


insi i human 
from psychoanalytic insights into 


nature. 


SUMMARY 


einter- 
Attention is drawn to certain ыр wc ons 
personal relationships in disturbed ен in 
taining medical and nursing prac ne 
particular to the tendency of the pia aii d 
defend himself against the direct ar е project 
"sick" or dependent parts of himself о нмв. 
these instead on to the spouse or Eee 
The implications for treatment are di 
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The evidence in favour of psychotherapy 


By ROBERT KELLNER* 


There have been over eighty studies of the 
сесі of various psychotherapeutic tech- 
niques in which some form of control proce- 
dure or comparison has been used. t 
, The design of these studies varied greatly: 
M several, a random group of patients, un- 
Heated or treated by a different method, was 
“sed as control; in others, the method of 
choosing controls was less reliable: treated 
үле were compared with a similar un- 
tad group or with defaulters from treat- 
Ment; others were retrospective comparisons. 
The controlled studies of psychotherapy 
1965 been surveyed by Eysenck (1960, 
(96 Levitt (19575), Malan (1963), Vernon 
ken ), Tauterman (1964), Cross (1964), and 
ner (1965a). No differences were found in 
E of the early studies between the outcome 
treated subjects and untreated controls. 
асу concluded that the published evidence 
ж that the effects of psychotherapy were 
een Or non-existent’. This conclusion has 
lana ted by some reviewers although it is 
In tio incomplete surveys (Kellner, 19655). 
he present paper nine controlled studies, 
lige UR non-directive methods of therapy 
а few ееп used, are selected and summarized; 
"easy others are referred to only briefly. The 
к selecting these is that they show 
arize T conflicting results. In six of the sum- 
treateq studies changes were found in 
o on Dee whereas in the remaining three 
latter = change could be demonstrated. The 
SUpport been frequently quoted as evidence 
“Rectiy, ing the view that psychotherapy is in- 
Xaming The purposes of this paper аге to 
Me b. the conflicting results and to discuss 
Ological obstacles which can prevent 
‘ity Sturen, Department of Psychiatry, Univer- 
lverpool. 


Pheng, Of these studies is included in the 


the detection of measurable effects of treat- 
ment, since these may have been responsible in 
part for the discrepancies in the results. 


STUDIES WITH CHILDREN 

Levitt, Beiser & Robertson (1959) investigated the 
effects of treatment on children who had attended 
a Child Guidance Clinic. These children were com- 
pared with others who were accepted for treatment, 
but 'voluntarily terminated contact with the 
clinic, without ever having received any treatment 
interviews". In the treatment group at least one 
member of the family had five 1 hr. sessions or 
more. Initially, the records of 1006 children were 
examined, and of these 237 treated children and 
93 defectors (who had had no other subsequent 
treatment following discharge from the clinic) 
were tested on follow-up. 

The two groups, treated children and defectors, 
were compared 5-6 years later. Out of a total of 
twenty-six variables, no significant differences 
were found between the treated group and the un- 
treated group. 


This study and a previous similar survey 
(Levitt, 19575) are of interest because they 
describe the adjustment of children who had 
attended a child guidance clinic years pre- 
viously, but it is doubtful whether these studies 
can be regarded as an evaluation of the effects 
of child guidance. A number of factors may 
have been responsible for the lack of significant 
differences between treated children and 
defectors. (а) The children were examined 
5-6 years after treatment and some of them had 
only short courses of child guidance. The 
longer the follow-up the more likely are 
specific effects of treatment overshadowed by 
life experiences and the difference between 
treated and untreated is likely to decrease with 
the passage of time. (b) The children followed 
up and tested were only a small proportion of 
the initial sample and therefore may not have 
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i nd 
been representative. in peg eh эү E 
ors n t 
ren eben on a large number of oe 
In two studies, however, an — ni 2: = 
improvemen 
= tk amer a defection (Levitt, 1960), 
oai the defectors may have had a larger 
ke ortion of remissions before they were due 
fort atment. It is thus doubtful whether de- 
тън can be regarded as a suitable control 
Se next study tested the hypothesis that 
non-directive counselling can improve scholas- 
tic achievement in children who under- 
achieve because of emotional disturbance, The 
study differs from the previous one. The study 
is prospective, the children were evaluated 
immediately after treatment and the control 
groups were matched. 


Shouksmith & Taylor (1964) investi 
effects of non-directive counsellin 
under-achieving pupils. The age 
12 and 13. Pupils with an 1.Q. 
falling two deciles below expect: 
as high-ability under- 
(three groups of twelve) werechosen from 331 first- 
year children in a 


gated the 
g in high-ability 
of the pupils was 
of 116 or higher, 


unselling Group in 
non-directive coun- 


approximately fort- 
Broup discussions were some- 


: the children in this 
group took the same psychological and achieve- 


€ achievement were the 
Metric Battery. After 
in four out of six tests— 


A.C.E.R. Reading-Arith 
6 months the achievement 
subtraction, multiplication, addition and word 
knowledge—significantly improved in the Coun- 
selling Group as compared with the Placebo and 
Control Groups. In the Counselling Group eight 
ceased to be classed as under-achievers, In the 
other twenty-four pupils all but two were stil] 
classed as under-achievers, A Sociogram showed 
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| llin 
improved peer acceptance in the E 
Group; the teachers reported that cce ii 
were co-operating more readily and s nd Gon” 
proved social adjustment. The Placebo ds нег 
trol Groups did not show these improve 


n- 

The children in this study were oe dif 
spicuously distressed; it was Lye e e 
they were emotionally disturbed E^ usi 
their poor achievement at school. Saat 
study deals with children who were re =: ple is 
a child psychiatric clinic, and the sa 


ied by 
probably more similar to the one studie 
Levitt et al. 


investl- 
Eisenberg, Conners & Lawrence (96a) ойо 
gated the effects of psychotherapy in than 80 
children. Any child with an 1.Q. of less thic, 9f 
‘clear neurologic abnormality, Lr jus ane in- 
psychotic behaviour, or in need of imme exper 
Stitutional care’ was excluded from the 
mental population, 


г and 
Two clinical groups—hyperkinetic geld 
neurotic children —were treated as Sep omes 
samples with different therapeutic prog" jdere 
designed for each. “Hyperkinesis was ave! 
to be present where the history and sor im 
showed excess of mobility, distractabili У Я 
pulsivity of behaviour and other features here 
ternally directed discharge of tension, Feet 
neurosis was characterized by the predomi” tress ; 
anxiety, withdrawal, and intrapsychic pet 
The children were assigned to one of the is tbe 
experimental conditions, After — te 
hyperkinetic children were randomly uod ‚ 
either а stimulant drug (dextroamphe” jf 
5 mg. b.d., or methylphenidate, 15 mg. "8 jth 
placebo on a double blind basis. The aniooni tha” 
the stimulant drug was significantly fay dis 
With placebo, but the drug trial will not 
Cussed here further, 


as 


by 
М 1 ned 
Eighty-four neurotic children were "€ tio" 
random numbers to the category of ‘cons? ina 
only’ 


“Бе {сол ^ 
Or brief" treatment with the restricti «co? 
two o 


Й о А 
ut of three patients were assigned t° “an 
Sultation onl 


Sisted of the first four visits to the clinic gene bio 
cess) followed bya consultation interview іп“ «д0 
the mother was advised that the child vt 9% 
need of psychiatric care beyond that wh! чо 
could give by adopting the suggestions pe yi 
offered to һег...? Тһе family assigned t 


, а Me ae i 
Y’. The consultation program” p", 


The evidence in favour of psychotherapy 


uas had, after the intake process, five treat- 
, cm сн during the ensuing 8 weeks. Children 
1 the is groups returned for final evaluation. Thus 
"wes ange produced by the intake process was 
m with the brief treatment programme 
prie consisted of the four intake visits, plus five 
itional treatment interviews. 

jo MR Maze performance and a discrimina- 
dia ME differentiated between drug and 
{еб in hyperkinetic children) did not dif- 
бө iate at the end of the experiment between the 
M Sirm d^ of neurotic children. Clyde Mood 
the Ratings by parents showed that children in 
"s Psychotherapy group became significantly less 
cede and more ‘friendly’ after treatment 
dent ол in the consultation group. Indepen- 
rue oolteachers" ratings for five categories of 
ha. our also significantly favoured the children 

1 psychotherapy group. 


me study two of the measures did not 

and — between treated neurotic children 

a oo Maze performance and 

s ааа task. These performances 

hag, оа before treatment in hyper- 

and iler Fi but not in neurotic children 

, Part of 9s ore may not be pertinent. to this 

ое study. АП the ratings significantly 

Psychoth the neurotic children who had 
Th erapy. 

n ар study by Levitt, Beiser & Robert- 

ilie torevealanyeflects ofchild guidance, 

by onu MED counselling experiment 

i Sisi smith & Taylor and the experiment 

aren, Otherapy by Eisenberg, Conners & 

fo] bwin showed that the children improved 

Hie is treatment. The discrepancies be- 

ences ose results may be due to real dif- 

tteatmej in outcome. It is possible that the 

"oth ене a Levitt's study was ineffective, that 

plo "i was entirely different from those 

chi] in the other two studies or that the 

Seem were unsuitable for child guidance. 

A еа t S, however, more likely that Levitt 

be... 10 detect changes in the treated children 


Eca М 
"Se of the method of his investigation. 


STUDIES WITH ADULTS 


Ва 
Sota "оп and Leary (1955) had used the Minne- 
Ultiphasic Personality Inventory in a con- 
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trolled study of psychotherapy in neurotic adults. 
There were 127 patients; one group was under- 
going individual psychotherapy and the other 
group-therapy. The inventory was administered 
before and after treatment and was given also to a 
group of twenty-three patients who were accepted 
for treatment and were on the waiting list. The 
time interval between test and re-test was similar 
in the three groups. The patients ‘were diagnosed 
most commonly as psychosomatic neuroses, ob- 
sessive or schizoid characters or phobias (an- 
xiety neuroses, etc.); less commonly as psycho- 
pathic characters or as hysterics’. The treatment 
and non-treatment groups did not differ signifi- 
cantly in age, education or diagnosis, or in initial 
severity of condition as indicated by the MMPI 
scales, or in prognosis as indicated by the Ego- 
strength scale (Barron, 1953). The authors 
concluded: ‘as far as the main variables relevant 
to this study were concerned all three sub-samples 
were drawn from the same population’. 

The MMPI scores in all three groups improved 
but there was no significant difference in mean 
change between treated patients and the patients 
on the waiting list. The only statistically signi- 
ficant difference was in the K scale; even this 
difference appeared to have been a coincidence, 
because a few later controlled investigations of 
psychotherapy using the MMPI have failed to con- 


firm this finding. 


The ‘Control Group’ in this study was not 
random but consisted of patients on the wait- 
ing list. Although the groups appeared to 
belong to the same population, distressed 
patients are usually given priority and there- 
fore patients who are less ill or patients who 
are apparently improvingare sometimes put on 
the waiting list. Cartwright (1956) found that, 
although there was no difference in changes in 
mean scores between the two groups in this 
study, some patients who were treated with 
individual psychotherapy had apparently im- 
proved more while others deteriorated more 
than those on the waiting list. Trials with 
neurotic patients (Brill, Koegler, Epstein & 
Forgy, 1964) or alcoholic patients (Ends & 
Page, 1959) in which random control groups 
were used revealed, however, only little dif- 
ference in MMPI changes between patients 
who received formal psychotherapy and those 
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who did not. The MMPI and similar per- 
sonality inventories in which. patients ы 
rated оп a number of health-sickness scale 
may fail to reveal significent differences in 
changes in unselected neurotic patients in con- 
trolled trials of psychotherapy. A large pro- 
portion of patients attend a clinic during an 
exacerbation of their illness and tend to im- 
prove after the precipitating stress is over; 
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Fig. 1. Mean Correlation chart, Average levels 
groups. (Quoted by permission of the 


likely to change mar 
fic effects of Psychotherapy with the exce 
perhaps, of intensive therapy 
amenable patients, Other limitatio 
personality inventories in psycho 
search with neurotics are discusse 
An entirely different criterion w. 
in the next study: ‘self-esteem’ 9 


ption, 
in highly 
ns of usin 
therapy Te- 
d below, 

as employed 
r congruence 
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i w 
between how the patient sees himself d 
he would like to be as measured by a Q- 


Shlien, Mosak & Dreikurs (1962) a На. a 
Iestricted psychotherapy with шу 
limited to twenty sessions. Three self-idea nt) were 
tions (using a modified Butler-Haig Q-so p 
computed: before treatment, after treatme à eh 
after a follow-up period averaging 12 punc: d 
Three methods were compared: client-c 


Follow up 


of Self-ideal Correlation in three experimental 
Editor of the J, Counseling Psychol.) 


a ' 
ай 

therapy, time-limited client-centred therapy con" 
time-limited Adlerian therapy. There was aticnó ' 
trol group of normal subjects; neurotic p? efor? 
who were on the Waiting list for 3 months 1, TH? 
treatment Served as their ‘own controls jn 0° | 
mean self-ideal Correlation remained stable го 
normal subjects (4.9 55) and also in Pe ор 1 
patients awaiting treatment (mean corre mo 
Zero). The difference between the two С рё 
groups” provided а frame of reference 
three experiment 


al groups, „jd? m 
In all three experimental groups the self che 


Correlation Changed significantly during p ge” 
therapy in the Predicted direction; the S€ 
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: ES approached that of the normal con- 
, Tees V change was found to be stable in the 
1 A si ollow-up period. Time-limited therapy 
it € efficient than unlimited therapy in that 
Produced changes more quickly. 


ao changes in the S—J correlation 
es е. non-directive psychotherapy have 
End: rm also by Rogers & Dymond (1954), 
ET age (1957, 1959), and Williams (1962). 
: TWeather er al. (1960) found significantly 
И Ried Positive changes in the self sorts of 
Sete as than in those of controls but 
(1960) ls Icorrelation. Cartwright & Vogel 
increas ound marked individual changes, an 
No si s variability in the treated group, but 
Noms an icant changes in the mean score. In 
&. Signig inis the changes were small and in- 
1 Hie (Phillips, Raiford & Batrawi, 1965; 
is йо ғ: 1964), The reason for this discrepancy 
im has the study by Ends & Page (1957), 
Method , ‚неп below suggests that the 
The = therapy influences the outcome. | 
Cussed не of Q-sort has been dis- 
Slfacce., Wittenborn (1961), the concept of 
| bo ptance has been criticized by Crown 
аер hens (1961), and the methodology of the 
a А has been reviewed and criticized 
ace e In the study by Fairweather 
Neither s hospitalized psychiatric patients, 
Ogical t e S— I correlation nor other psycho- 
dischar ig predicted adjustment following 
і used ge from hospital. Thus self-acceptance, 
i adequat the only measure, is at present an 
nth € criterion of improvement. 
lation = study changes in the S—J corre- 
i found in hospitalized alcoholics 
Were fen Seg therapy and these changes 
fustment. ed by important changes in 


et 


, 


En 

of ome age (1957) compared different methods 
Ning P therapy in hospitalized male alcoholics. 
№ ех patients were selected (16 groups of 
~ With 1115). Each of 4 therapists had 15 sessions 
Peur different groups, using a different thera- 
theo, “MPhasis with each group: (a) learning 
ац у (b) client-centred therapy, (c) psycho- 
Which « therapy, and (4) а social discussion group 
Served as control. In the control groups the 
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therapist went through all the usual procedurers 

but maintained a therapeutic neutrality while 
participating in the social discussions. Sixty-three 
patients completed the programme, 15 or more 
patients in each treatment regime. 

The outcome was evaluated from changes in 
the self-ideal correlation. The MMPI which was 
initially used was discontinued and evaluation of 
techniques of therapy depended eventually en- 
tirely on Q-sort analysis; ‘preliminary analysis 
revealed that physical and psychological treat- 
ment effects were confounded in the MMPI ro- 
files, while Q-sort held such confounding s a 
minimum’. One-and-a-half years after discharge 
from hospital the degree of improvement was 
judged by independent raters. 

Following treatment, the Q-sort analysis re- 
vealed a reduction in the discrepancy between self 
and ideal (greater self-acceptance) in the client- 
centred group and in the psychoanalytic group. 
The discrepancy between self and ideal increased 
in the learning theory group and in the control 
group. The ratings 13 years after discharge showed 
a significant improvement in the two groups which 
had shown changes in the Q-sort. There were more 
patients in the client-centred therapy group and in 
the psychoanalytic therapy group who had 
‘greatly improved’, i.e. they stopped drinking; 
fewer patients from the client-centred group had 
been readmitted to the hospital. The learning- 
theory group did not differ significantly from the 


control group. 


In this study there were significant changes 
on two measures: the drinking habits and 
e self-ideal correlation discrimi- 


changes in th 
and 


nated between two of the therapy groups 
the control group. The MMPI scores failed to 
discriminate between these groups. One part 
ofthis study was repeated (Ends & Page, 1959): 
hospitalized alcoholics had thirty sessions of 
client-centred group therapy. The S—J corre- 
lation again discriminated significantly be- 
tween treated patients and untreated controls, 
but only the paranoia scale of the MMPI 
discriminated significantly. 

The importance of the choice of criteria has 
also been found in other studies. Imber ef al. 
(1957) and Frank et al. (1959) compared the 
outcome of patients undergoing individual 
psychotherapy or group therapy with another 
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i “minimal therapeutic 
aie epr eA significant differences 
nem ‘the treatment given in the Scores ofa 
bar Scale but there were significant 
co in rated social ineffectiveness. 
Б et al. (1965) examined the effects 
кы. preparation for psychotherapy. 
à dis is Discomfort Scale and an anxiety 
ке ү: iled to show differences between the 
pes ntal group and the control group, 
ee uae of fifteen criteria significantly dif- 
казйр the two groups. These and M 
findings suggest that the outcome of a psyc| 
therapy experiment using unselected neuro ic 

patients depends largely on the criteria used. 


STUDIES WITH DELINQUENTS 


Although this investi 
any significant effects 
Prevention of delinquen 
Studies suggest that 
place in the rehabilitati 


gation did not Teveal 
of Counselling in the 
cy the findings in other 
Psychotherapy has a 
Оп of offenders, 
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63) de- | 

Grant & Grant (1959) and т ы: | 

ibed the effects of different kinds o dg wil 
ge ee offenders: Marines and pci К 
- been court-martialled for Det under- $ 
Three hundred and thirty-five xs sed groups of 
going group therapy and living in e supervisors, 
twenty, together with three Mar de to keep all 
for 6-9 weeks. Attempts be rp: The 
interpersonal interactions within t the likelihoo 
supervisors were rated according wh of the 
of being successful in the rehabili rvisors wel? 
offenders. Mature and flexible super jon’) while 
predicted to be effective C — predicte 
the morerigid and aloofsupervisors We ЭА group ] 
to be least effective (‘worst а was also 
of intermediate supervisors (‘next bes n an inter 
included. The offenders were rated ae w. The 
Personal maturity scale during an inte active 50“ | 
Criterion of adjustment was return to с 
vice for 6 months without further offen betwee 

There was a marked ipie perci e 
maturity level, the nature of charted ‘ 
adjustment following return seat апу bette 
maturity’ subjects showed a апо supervision | 
adjustment after “next best’ and * best 


«wors! 
3 er ‘W 
and showed the worst adjustment set ‘Jow 
supervision. The Opposite was foun 
maturity’ sub 


sh #2 
ge ch 
jects. With supervision bets po t 
Predicted ‘worst’ there was no ce matur! у 
release adjustment between high and MUS t 
subjects; similarly there was no diffe 
changing Supervision, i y? 
0 
ted control group was тү ader 
iment; all offenders viferon” 
going group therapy and the f 


€ 
> fsup” g 
between the Sroups were in the type о ervisof 
vision and the personality of the sup of 
It is, however 


А iga 
> an important invest! th? 
into the intera 


No untrea: 
in this exper: 


ity of th 

ction of the personamy о) ү! 
delinquent, the therapeutic regime à th | 
come, The findi 


‚ оп 
ngs also have a bearing 
next investigation. ) 4 
In a report Adams @ = а 1 
Scribed one of the excellent анч: mye | 
ments at the Californian Department © juve”! 
tion. The Population consisted of older y 
offenders; with mental defect and P 

ise unsui 


preliminary 


d p 
: © experiment, A pue. P 
Judgement Predicted who was likely to 


b 
Ж 
hie th 
і d 
Shaded 
еа 
dont 
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able to treatment. The typical amenable prisoner 
Was described as * bright, verbal and anxious’, and 
the judgement of amenability was influenced by 
Other characteristics such as ‘desire to change’ or 

insight’. The 400 subjects consisted of 200 judged 
as amenable to therapy and 200 judged non- 
amenable. Each group was subdivided into an ex- 


Predicted Predicted 


best next best 
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time, i.e. the time spent in California state prisons 
after reconviction during the 33 months following 
discharge. 

There was a continuous growth in the difference 
in lock-up time between the groups with the 
passage of time. Treated non-amenables per- 
formed somewhat worse than both control groups 


Predicted Companies 
worst with 


supervision supervision supervision changing 
CT? Co) 


(FR? Co) 


(5S? Co.) supervision 


"у success 


Highs 
(%, success) 


GR. 
(high-low) 


70 (N = 7072 (N = ejerce] 64 (N = 80) 
Lows Му 55 (N = 47)|60 (N = 4863 (N = 96) 
(О, success) `| 


(maturity 


v. 
success) 


Г ж 
Fig. 2. Relationship of type of supervision, 


discharge from prison. ———» High- 
Y Permission of the Editor of the Алт. Ат 


Tha ental group and a control group of 100 each. 
Sisteg стару for both experimental groups d 
Sessio Of once- or twice-weekly counse ing 
lyg P$. For some members the treatment In 
tre, ^d. Broup as well as individual therapy; the 
‘ment lasted for about 9 months. During the 
`a , satment hours the treated prisoners had the 
Str, Programme as the untreated controls: in- 
Wa, „Ons and vocational training. The outcome 


Sa н ore ae a б 
Ssessed on various criteria including lock-up 
22 


maturity of offenders and adjustment following 
maturity subjects; —, low maturity subjects. (Quoted 
1. Acad. Pol. Soc. Sci.) 


but this difference was not statistically significant 
at theend of follow-up. There was no difference in 
lock-up time between the two control groups; thus 
amenability did not affect outcome without treat- 
ment. Treated amenables, however, had signifi- 
cantly shorter lock-up time than the other groups. 
Most of the other criteria during the 33-month 
follow-up showed the same trend: treated 
amenables performed better than any other 
group. 
Med. Psych. 4o 
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. rables 
performance of treated amenables (TA), control amer 
"amenables (CN) and treated non-amenables (TN ) 


d on &roups of 100, 
y permission of th 


(CA), control non 


ti 
a rcentages excep 
(The figures in the table are base » and are thus numbers and pe 8 

the last two criteria. Quoted b 


ection. 
€ Editor, California Department of Corr 


i ses 
Percentage of failures or succes 


by cohort* E 
— TN 
Performance Criterion TA CA Сы 44 
Rated ‘poor’ at 6 months after release 31 38 39 32 
First suspensions at 6 months 15 27 26 4 
First revocations at 6 months 2 6 3 4 
Unfavourable discharges at 6 months 1 7 8 8 
Removals under Suspensions at 6 months 3 13 10 29 
Removals under Suspension at 15 months 14 25 23 48 
Removals under Suspension at 24 months 29 38 43 45 
Unfavourable discharges at 33 months 29 36 40 21 
Favourable discharges at 33 months 30 22 17 550 
Months of Teturn to state Custody (at 33 Months) 206 480 481 863 
Months of return to any custody (at 33 Months) 460 724 767 161 
State custody as percentage of Post-release time 6-2 14:5 14-6 262 
Any custody as Percentage of PoSt-release time 13-9 22:0 232 й, 
* “Favourable discharges at 33 months 15 the only ‘success’ criterion listed. $ 
20 J 
" 
Treated non-amenables 
о * Control 
8h 15 = 
-amenables 
E qutm 
s P di 2257 amenables | 
а, 
> 10 
Е 
a 
8 
о 5 
— 
Ы Treated 
amenables 
? 0 
12 
Com MM 
Months after release t 
Fig. 3 Cumulative Percenta; json 
50! j 
3 Stody following discharge from pr! 
The first of these three studi 


d pot 9 ^ 
es, th a В а . 
bridge-Somervilje Yout udy, $ ra Counselling Programme employed тонн 
frequently discussed (Powers t . Preventeg Juvenile delinquency. w 
Allport, 1951; Teuber ^ Some of th 

Others), This iny 


{той t | 
о nefited IT^ 4 

3; and treatment, In he пау have be 

own that the h 


into 9^ ts), 
the follow-up study 1 ont "B 
ood of 253 boys and matched 


OWers, | 
estigation had sh 


fcCord & McCord (1959) found that as many 
ated boys as control boys had been con- 
cted of crime, but their further findings also 
0155—51 that early treatment and intensive 
) ntact may have been successful in preventing 
time, 
i No attempts were made in the Cambridge- 
%0тегүШе Study to select boys who were 
ikely to benefit from counselling. Witmer 
Lain & Witmer, 1951) wrote: ‘the study 
Pup contained many boys who were too sick 
[optionally to respond favourably to the type 
Pfhelp the study characteristically afforded. . . 
ere were at the other extreme, a considerable 
Umber of boys (deliberately included in the 
tka who were emotionally healthy and un- 
ely to become delinquent. . .' She found, on 
Nalysing individual records, that some T boys 
Ppeared to have been helped and some might 
ve been harmed by counselling. This ob- 
vation is of interest in the light of later re- 
arch; the investigation by Grant & Grant 
i the extent to which the outcome was 
an “enced by the personality of the offender 
also that of the supervisor. Truax, Wargo 
Aber (1966) found, in a controlled study 
i \ selected therapists, that delinquent girls 
nificantly changed following psychotherapy 
ollo the improvement was maintained on 
or QW-up. Palmer (1965) found, in a follow-up 
t eo offenders who were on probation, 
infu the personality of the Probation Officer 
| tion enced the outcome and that some Proba- 
Туре Officers were more successful with some 
d Of offenders while others were more 
°ssful with a different type. 
et ere is no conclusive evidence that the 
| Oi of social casework employed in the 
Ye ridge-Somerville Youth Study can pre- 
delinquency in boys from ‘under- 
ect Bed areas’. This is in contrast to the 
enats. non-directive counselling 1n selected 
tug, 4. Young offenders as shown in the 
t "4 described by Adams and in the other 
Se Phy listed. It appears likely that a careful 
x Eu of amenable boys and suitable coun- 
tur would yield a different result in a 
© delinquency prevention experiment. 
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DISCUSSION 


Controlled studies tend to bear out the 
clinical observation that patients differ in their 
amenability to psychotherapy, that the out- 
come depends largely on the severity and 
duration of the disorder and thus tends to vary 
with the clinical diagnosis. In one study with 
adults (Fairweather et al. 1960) the outcome 
varied with the diagnostic category and did 
not vary on most measures with the thera- 
peutic regime. 

There is evidence to suggest that different 
methods of therapy lead to changes of a dif- 
ferent kind and different methods are probably 
appropriate in different conditions. Younge & 
O'Connor (1954) found that unstable young 
defective delinquents improved following 
group therapy, but similar experiments by 
others were largely unsuccessful (Craft 1958). 
Snyder & Sechrest (1959) found that defective 
delinquents improved significantly following 
directive therapy. Anker & Walsh (1961) found 
that in chronic schizophrenics a special 
group-activity programme was more effective 
inleadingto certain changes than non-directive 
group therapy. In patients who have had a 
symptom for a long time, and for whom the 
symptom has apparently become a *habit 
residual’ (Lehner, 1954), or in others where the 
distress caused by the symptom maintains a 
vicious circle, symptomatic treatment appears 
to be appropriate and may be all that is re- 
quired. Lazarus (1961) and Gelder, Sakinov- 
ski, Wolff & Marks (1964) found that patients 
with phobic anxiety of long-standing treated 
with desensitization improved more quickly 
than other patients and desensitization appear- 
ed to be more effective than other methods in 
relieving phobias. Group desensitization ap- 
pears to be effective also in relieving generaliz- 
ed anxiety. Paul (1965) and Paul & Shannon 
(1966) found a greater improvement in a 
group of anxious college students undergoing 
group desensitization than in control groups, 
one of which was being treated with group in- 
sight psychotherapy. 

The effects of psychotherapy are extremely 
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and the difficulties measuring these 
eis eaim been frequently discussed: Barton- 
Hall (1953), Dührsen (1957), Cartwright 
(1957), Frank (1958), Malan (1959, 1963), Zax 
& Klein (1960), Ernst (1960), Kubie (1961), 
Luborsky (1962), Cremerius (1962), Bergin 


(1963), Strupp (1963), Wolberg (1964), Kiesler 
(1966), and others. 


Various factors comp 
of controlled trials of 


therapy (Landis, 


1958; Wallace & Whyte, 1959; Gi 
Carstairs, 1964), 


S 
are labelled ‹ ne 


| the specific effec 


аг 
ts of PSychothera 
to relief from di 


ISCOomfort 


g 

; Frank, ash, Stone & 
1963; Stone e; al. 1965), 

he studies With adults Summarj 

Paper show the im 

improvement Criter 

questionnaires a 


Symptoms, or 
toms, they may be j 
the total score (B 
ment is not a uni 
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Sometimes no correlation in the eae 
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treated group and the м peel, 
Scores may hide changes which Жү. bi 
It appears that some patients ате я patienti 
inappropriate treatment, since eae thosé 
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tion included patients with chronic bronchitis 
(who are going to obtainonly temporary relief 
from treatment) and patients with acute 
bronchitis (who are likely to recover without 
any treatment) the outcome on, say, one-year 
follow-up would be determined largely by 
Initial pathology; both the treated group and 
the control group would include equal pro- 
Portions of chronic bronchitics rated as un- 
changed or worse, and other patients who had 
'ccovered. In order to test the efficacy of the 
treatment the sample would have to be sub- 
divided into two groups and a separate trial 
conducted with each. After appropriate 
treatments, different criteria would have to be 
applied in each trial, at different stages of the 
treatment, to evaluate its efficacy. 
Б he controlled studies of psychotherapy 
With chosomatic disorders have similarities 
h therapeutic trials in general medicine. 
а Population is fairly homogeneous Бу 
A aia and prognosis, the assessment is by 
exami obvious target symptoms or by physical 
act ination or tests. Possibly because of these 
OFS, the few controlled studies of psychoso- 
a disorders in which various psycho- 
en решіс techniques have been tried, show 
Patient be more effective than in neurotic 
Conf 5. The results in bronchial asthma are 
iffere a8: Sclare & Crocket (1957) found no 
trols E between treated patients and con- 
the Vra Groen & Pelser (1960) found that 
impro matics treated with group therapy had 
asth ved more than a similar group of 
matics followed up for the same period. 
able Pel & Stevenson (1936) found a remark- 
Peptig Provement in patients with chronic 
Sistin ulcer following group training con- 
he SR lectures and directive counselling. 
ou Was no j prgwement in the control 
P. Draspa (1959 foundkthat patients with 
аг pain for which nó SB sical cause 
found recovered more quickly 
осей ga combination of ee. 
ent ures than patients having routine ted - 
| efinite Соппог et al. (1964а, b) found a 
Ve € improvement in patients with ulcera- 
Colitis treated with psychotherapy and no 
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improvement in a matched group of patients. 

The research on psychotherapy summarized 
in this paper suggests that, in order to test a 
method of psychotherapy, it is important to 
select a homogeneous group otherwise the re- 
sults can be misleading: Eisenberg ег al. (1961, 
1965) found, in a series of controlled studies, 
that the outcome was related to the initial 
clinical type, but not to treatment variables; 
after having attempted to select homogeneous 
samples for a trial they found that neurotic 
children who had brief psychotherapy differed 
significantly from those who had only dia- 
gnostic consultations. Similarly, in the experi- 
ment at the Californian Department of Cor- 
rections described by Adams (1961) it was 
shown that amenable prisoners who had non- 
directive counselling performed decidedly 
better than untreated controls. The population 
had been carefully selected for the experiment. 
Had psychotics, mentally defectives and others 
who were unlikely to benefit from treatment 
not been excluded, and had the sample not 
been then subidived into amenables and non- 
amenables, this would have been yet another 
experiment with a non-significant result. 

Psychotherapy research has been carried out 
on samples which have varied greatly and the 
techniques of treatment and assessments em- 
ployed have been so diverse that some of the 
experiments have very little in common. There 
are, however, some consistent results which 
are important because they have been repro- 
duced in entirely different circumstances. The 
difference in outcome between treated subjects 
and untreated controls depends chiefly on the 
design of the experiment, the amenability of 
the patients, the measures of change used, the 
conditions the therapists offer and the method 
of therapy. The evidence further suggests that 
various methods of psychotherapy are effec- 
tive and that different techniques lead to 
changes of a different kind. In recent years 
evidence of the efficacy of psychotherapy has 
accumulated; research is passing the stage of 
the early crude outcome studies and is begin- 
ning to test hypotheses about the patient, the 
therapist and the type of change. 
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Studies of the effects of various Psychotherapeutic techniques in which some form of 
control procedure or comparison has been used 


Studies of non-directive methods in neurotic 
adults: Schofield (1953), Rogers & Dymond 
(1954), Barron & Leary (1955), Brill & Beebe 
(1955), Ashby, Ford, Guerny & Guerny 
(1957), Cartwright (1957), Shlien (1957), 
Imber et al. (1957), Henry & Shlien (1958), 
Gliedman et al. (1959), Frank et al. (1959), 
Fairweather et al. (1960), Cartwright & Vogel 
(1960); Nichols & Beck, (1960), Barendregt 
(1961), Cartwright (1961), Stone, Frank, 
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Studies of the effects of a only 2 
techniques in psychosomatic disorders: C 
pel & Stevenson (1936), Sclare & Croc & 
(1957), Orgel (1958), Draspa (1959), стаг 
Pelser (1960), and O'Connor et al. o 

Studies with delinquents : Powers & p 
(1951), Grant & Grant (1959), Adams (1961), 
Craft (1965), and Truax er al. (1966). m 

Studies of behaviour therapy: 1963) N 
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Gelder et al. (1964), Lang & Lazovik (19 
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Interrupting psychotherapy with patients who exceed the limits 


By F. ROBERT RODMAN* 


Mi sent | to proceed, the therapist 
Sie panes upon its form and boundaries. 
spect Кш differs from another in this Te 
trainin ependmg upon his own personality, 
Kleins 5 ang convictions, as well as the prob- 
Stage reina by various patients and the 
makin treatment. Such simple matters as 
eategor пш times may fall into the 
range * lia І boundaries’. 1015 obvious that the 
i TAM tae The therapist may at times need 
б] Sen hat his patient not destroy the office 
duae of the participants themselves. 
Primaril patients demonstrate their pathology 
Upon a y in relation to the boundaries set 
Who ig N behaviour. Thus the patient 
P Mie. pooo the schizophrenic, the 
in which i the hysteric may create situations 
Ness € therapist must respond with firm- 
force ioe even at times with physical 
i may Tín therapy is to proceed. Otherwise, 
салу ен. and the opportunity for sig- 
ü cis, growth too. | | 
Strate С рарег I propose to discuss and illus- 
namel Soer method of enforcing limits, 
be Ыы. elling the patient that treatment will 
e е unless he or she controls the 
ethod ir in question. I view this as an extreme 
Curtin н cases where therapy has been oc- 
Probab or some time, although I think it 
сы that it is frequently used at the 
facea i of treatment when the therapist 18 
9 lear ith a fresh situation and is attempting 
hi СӨ if the patient’s pathology will prevent 
| thine conforming to the fundamental 
Concer E rules of the therapist. 1 am not 
Soercio ed here with such initial attempts. at 
Anse 2 but rather with situations which 
teatme, crises after an extensive period of 
ent. I will say more about this after re- 


* 
С ini n + 
of d Instructor in Psychiatry; University 
ornia School of Medicine, Los Angeles. 


viewing the literature on the subject and 
presenting three cases where therapy was 
interrupted. Two of the three resumed later 
and demonstrated the required control, to- 
gether with evidences of growth in other areas 
as well. The third, though not resuming 
therapy, demonstrated significant improve- 
ment in the area of impulse control. 


REVIEW OF LITERATURE 


Modern psychiatry places great value on 
reason in its approach to the multitude of 
problems subsumed under the heading of 
‘emotional illness’. By the attainment of an 
understanding of relevant genetic, dynamic, 
structural, economic, and adaptive informa- 
tion, the psychoanalyst, and, in modified form, 
the analytically oriented psychotherapist hopes 
to be in a position to help the patient to a 
therapeutic understanding of his problem. 
Since one of the major goals of psychothera- 
peutic technique is to increase the patient’s 
sense of freedom, little has been written about 
forcing the patient to comply with the wishes 
of the therapist. Perhaps this is so also because 
so much of the literature which examines the 
therapeutic process is psychoanalytic and 
deals with the treatment of neurotic patients 
who are capable of following the behavioural 
rules of therapy and may improve through 
verbal interactions of an appropriate kind. 

However, when patients with character dis- 
orders and psychoses are treated, the problem 
of limit-setting assumes greater importance. 
Therapy cannot continue when the patient is 
exceeding certain limits. Therefore, a good part 
of treatment, particularly in its earlier stages, 
may be devoted to working with the patient in 
such a way that he will follow the rules. More 
classical therapeutic approaches may then be 
utilized. The patient will then become more 
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neurotic, i.e. his disorder will be more visibly 
intrapsychic. Outlets for action having been 
limited, he will begin to feel, when he would 
previously have acted. To bring about such a 
change, a variety of techniques are Possible, 
One of them—threatening and actually ter- 
minating therapy—is the one under con- 
sideration here. 

Even in the treatment of neurot 
however, the threat of termination 
therapeutic end. Freud (1950) mentions this 
approach in ‘Analysis Terminable and Inter- 
minable’ and labels it ‘blackmail’. He says: 


about the value of 


ic patients, 
may servea 


There can only be one verdict 
this blackmailing device. The 
provided that one hits the rj 


analyst does Not have 
hat there m 


hurry up, to try a bit harder, 
Orens ( 1955) 


post-partum d 
threatened to 
flow of Previously unknow, 


“deeper levels of the 
covered’, 


Wolberg (1954) feels that the mere Mention 
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of termination and the discussion of resis- 
tances which seem to have blocked pet 
may stimulate the patient to break - 
these hindrances. After a patient has К 
treatment ‘he may show spectacular ре 
gress. The fact that по headway was Б 
while in treatment may have been due to ой 
Operation of a subtle transference situati 
that acted as a resistance.’ sn 
Wolberg discusses planned nap cl А 
treatment as а therapeutic measure, and 2 ' 
of it: ‘The patient may experiment with tive 
insight he has gained by attempting produc to 
actions. Interruption may also enable ш ey 
experience his neurotic tendencies as e 
operate in life and to cope with disturban f 
as they arise, without help.’ ‘ques 
In speaking of highly directive tecie 
utilized in treating patients who ‘act out | ose 
author attempts to differentiate between th ist 
based on neurotic problems of the e 
and, as he puts it, ‘the deliberate extension n- 
the patient of €motional support against ч 
dencies to act out.’ js in 
Olberg seems to Support Freud’s eva 
“Analysis Terminable and Interminable’, a | 
he also speaks of the benefit that may come E 
patient following the end of treatment, ri- 
attempting Productive actions and A, 
menting with insight. A dichotomy pet 
Insight and action is implied. imself 
Hoedemaker (1960) has addressed him п, 
Specifically to the technique under discuss 
He speaks of the therapeutic value of = Ы 
Setting in general and gives two instances t 
Which he terminated therapy with pur 
Who would not Co-operate—with Bene 
effect. In One case, 4 schizophrenic p 
took a certain Step which she had been ome 
oo She was discharged from therapy 2 
e to be forced Physically from his o nks» 
Tan he Teceived g letter, saying: be^ i 
The glad you understood about ме. tef 
Patient adjusted well and two years 


the terminatio i rk : 
n of the utic WO st 
quoted by he pu Т 


к T husband as saying, “The 
Important Single event of my life was Wh Р; 
Hoedemaker threw me out of his О 
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H | | 
j oedemaker explains the therapeutic effect 
; In this way: 


ые @e forbidden step, she was uncon- 
Bec. та ле destructive impulses to 
throu he others. These impulses were breaking 
y bo di her inadequate defences into behaviour. 
Whom i to the edict I represented a person with 
Self to ro nested to identify. By permitting her- 
Patholo 1 SN she pleased, the patient. revealed a 
parena m or ego-alien identification. with E 
highly si how who had been too permissive in 
сапу in [m icant ways. So was the traumatic case: 
mitted he © her father had seduced her and per- 
i entified - to play with his genitals. Having 
instincts t with father, she capitulated to her 
others to y playing with herself as well as allowing 
© so. Furthermore, she was unable to 


See th 
iffi at anyone, even the analyst, could behave 
i erently, 


“ 


ы ti case, a patient was dismissed 
ould ; ЫЧ the analyst that he, the patient, 
з наи the rules and would not even try 
Only ic а the basic rule. He was told to return 
Charge he decided that the analyst was 1n 
за would determine the conditions of 
* late; e The patient returned a few days 
er said ^P abandoned that behaviour. He 
= I came to life then." 
Quote. "e of his position, Hoedemaker 
(1 from Hartmann, Kris & Loewenstein 
utc ee they make the point that 
S е in addition to being the major 
So, in ‘i in early personality formation, can 
These € face of danger, be used defensively. 
hari two functions of identifications can 
Ca ‘hess be sharply differentiated. Identi- 
be чу the precursor of object relations, may 
elatio only. remaining trace when the object 
» ns are gone. , 
Ment arde 1949 paper described improve- 
folis a 35-year-old schizophrenic patient 
; цар ne his successful warding off of her 
Was ай upon him. She had disrobed and 
m his aking a concerted effort to seduce him 
а n RU, while he shouted interpretations 
NM aie efforts ceased and she began to 
him, is he told her that she was punishing 
ause he loved his family and wouldn't 
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want to hurt them, even though she was ob- 
viously attractive. 

Hoedemaker (1955), who might theorize 
that Hayward, by having demonstrated the 
ability to hold his defences intact, served as a 
model to the patient, indicates the strength of 
his commitment to the psychoanalytic point 
of view in a discussion of problems related to 
religious feelings in a patient. Hoedemaker 
insisted that these feelings be discussed and 
writes of how valuable it was for him to look 
upon psychoanalytic therapy as a field theory 
capable of explaining any aspect of human 
behaviour. Conviction in the rightness of one’s 
therapeutic approach seems to be characteris- 
tic of therapists who treat and write about the 
treatment of schizophrenics. 

For instance, Hayward, in the paper quoted, 
writes as follows about his discovery of the 
work of John Rosen: ‘It was a tremendous 
relief to learn of a therapeutic approach, 
centred directly on the patient, that could 
lessen the need to struggle over the interaction 
of a hostile environment with a sick person. It 
was comparable to an epidemiologist aban- 
doning efforts to purify the air in favour of 
procedures that could build up active im- 
munity in the people themselves.’ Rosen him- 
self appears to have total commitment to his 
method of approach to the schizophrenic. 
Brody (1959) writes of seeing Rosen spend 
‘three, four or more continuous hours (with a 
patient). He does not smoke nor will he pause 
for rest or refreshment.’ The tenor of his 
technique is interesting to anyo 
with forceful psychotherapeutic methods. 

Frieda Fromm-Reichmann (1952) has com- 
mented on limit-setting with schizophrenic 
patients, thus: ‘Silent acceptance of violence 
in word or action is inadvisable, not only in 
self-defence, but also in pursuit of the respect 
due to patients, and in protection of their self- 
respect. Retrospectively, schizophrenic pa- 
tients loathe themselves for their hostile 
outbursts, and do not respect the therapist 
who lets them get away with it.’ 

Brody (1952) has pointed out that ‘Later 
workers have felt that so much caution, per- 


ne concerned 
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missiveness and care may address itself too 
much to the rejected child in the schizophrenic 
and too little to the grown-up individual be- 
fore regressing and that this may be detri- 
mental to the progress of therapy.” 

Redlich (1952) has said: ‘We certainly do 
not know when frustration is neurotogenic and 
when it produces schizophrenic and when it 
possibly strengthens ego functions,’ 

Knight (1954) in a paper on borderline 
patients stated: ‘It is important for the health 
person to maintain certain attitudes about 
himself which might be designated as (1) self- 
esteem, (2) a sense of responsibility for his 


behaviour, and (3) a feeling of maintaining 


inner controls over himself, Indeed these three 


elements of sound ego functioning are essen- 
tial to emotional health,’ 


Wexler (1951), Starting with some Concepts 
1ous, elaborates 


to strengthen the super- 
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this patient and promised her that I would see to it 
that she would receive a court sentence if she de, 
served such punishment. Immediately tesa 
the patient became co-operative and talkative. © 
was possible for her to begin regular pum 
analytic treatment with one of my colleagues 

Woman, who succeeded in curing her completely : 


This, too, from Simmel: 


Another patient’s strong tendencies toward i 
destruction disappeared after I had gratified i 
need for punishment by isolating her in а y 
with iron bars. During that time, this patient P 
duced a dream which was a substitute for 4 э 
Pressed action, namely, the murder of her ne 
born brother when she was three years old. 


She 
Was no longer afraid to recall this gruesome 134 
hers because her superego was appeased by be 
incarceration, Later on this recollection was 65127 4 
lished as a fact by questioning her family. 

Knight, whose work has already Ww 
quoted, spoke in a celebrated paper a ic 
about therapy of an adolescent cataton 
schizophrenic, He emphasized ‘the necessi? 
In such a case as this of active firmness ОЛ the 
Part of the therapist in breaking through re 
barriers of trance and defiance’. He also i 
that firmness: ‘makes the patient feel d 
Secure with his Own “bad” impulses if he a 
count on the therapist’s adding his cons! 5€ 
able Strength in the struggle against (t 
Impulses)*, This fits well with Wexler's P? 
of view, 

Whitehorn 
Work in the area of the kinds of therapists D 
treat schizophrenics and the results they 

€ has concluded: 


wn \ 
(1960) has done well-kn° р 


Wh ; des 
= en we examined and compared the mo ali nt 


with rl Dehaviour of the physicians in cost 
hysiciang ЕП, We found the B (less succ» о, 
misung ы Point out toa patient his mistak іо 
iid ae me tandings and to interpret his pana | 
the A eid an instructional styles еше 
pretatio, ere Successful) physicians did litt som 
attitudes ы з ТЧеЧоп, but did express Po inf 
udes fairly freely e blems that were ^ gll 
talked about by the problem jet limit’ " 
the kind an patient, and di avi? 


ious 
Permitted. "ier. ef аван 
| 
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xa ced (1960) has discussed permissiveness 
Biens Ge in the psychotherapy of in- 
Until ро "y advocates, first, permissiveness 
"insight" | е are established and 
lei v. has occurred, followed by firmness 
the es so that firmness is not regarded by 
of firm ent as hostile. Not only is the equation 
fon cn with hostility a questionable pre- 
dines E but the method itself is also incon- 
thera И he implication is interesting. The 
insine d having helped the patient to gain 
Which ic hen expects him to act on it, a theme 
considers We have seen, was involved in a 
ive ons of Wolberg's thinking too. I 
often he nat what Ackner describes is what 
Patien Le in the psychotherapy of in- 

In уу; ut not deliberately, not consciously. 
Peutic и s (1951) paper on psychothera- 
шелш of authority, he emphasizes the 
hens A value in the responsible use of 
ational, by the physician. He discusses the 
ights Be SIE for permissiveness and spot- 
üppositi often-utilized but quite misleading 

ie (ета: that in the role of ‘good figure’, 
troubles ii can help the patient whose 
Overly re BEN supposedly been caused by the 
Policy к Ictive “bad figures’. He suggests a 
Ospital restricting patients’ activities to the 
free бш programme. and views increasing 
anger Ron only in regard to potential 
Can € also in regard to how such freedom 

à psychotherapeutic goal". 


Case | CASE ILLUSTRATIONS 
I 
for : ^d been seeing a 22-year-old girl in therapy 
9n "y саг and a half at frequencies varying from 
im нш per week. Her original referral had 
Viour rom a period of markedly dyssocial be- 
Narcotic Which included promiscuity, the use of 
«ца, > and petty crimes. Her background in- 
a brutal parents who were divorced. As 
Shan, PY progressed, the patient had gradually 
Job, з her way of life to include holding а steady 
КСЯ Unning her own apartment, involvement in 
fra a religious groups anda generally hap 
Cate Of mind which held out some promise o 
аш, reward. Still, she found herself periodically 
ted into her former ways and always said, 
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after such episodes, that she felt deep regret and 
thought the less of herself for it. At one point she 
began to regress seriously, in a way that seemed to 
portend a complete collapse of the progress she 
= eg Although on past occasions I had ap- 
proache such problems by being supportive, 
increasing the frequency of contact and, generally. 
lending her some of the restraint which she lacked, 
this time I felt that such an approach would not 
only not be helpful, but might tend to perpetuate 
the very situation it was intended to conclude. I told 
the patient that if she continued the behaviour I 
would terminate therapy. This was a most difficult 
step to take, apparently so antithetical to a thera- 
peutic approach which relies on understanding 
and acceptance. ? 

The patient did not bring the behaviour to an 
end and reported this to me at the end of her next 
hour. I therefore told her that I could no longer see 
her. She told me that I was being unfair, she 
began to cry, said how much she needed me, how I 
was the only person to whom she could turn for 
help. I knew, of course, that she did need to con- 
tinue, but was nevertheless prepared to face the 
possibility that she might never return. I told her 
to call me in a month or so and, if she had decided 
once and for all that she would stop the behaviour 
involved, she could come back and we would talk 
over the possibility of starting again. 

She did call, as I suspected she would. She 
seemed brighter and more reality-oriented than a 
any time to date. She talked easily and volumin- 
ously about important aspects of her life. She told 
meshe supposed she was just testing me by her pre- 
vious behaviour, but that she saw its destructive 
aspects and realized that to pursue it would be 
ruinous for her. She asked to come only every two 
weeks thereafter, rather than once a week, because 
she felt a significant gain had occurred and she 
wanted to see if she could handle things on herown 
more now. I wondered whether she were not trying 
to avoid looking closely at her problems any more, 
but felt intuitively that this step toward greater 
independence from me should not be hindered. I 
therefore consented to the new arrangement. 

A few months later she married a young man 
whom she had been dating on and off for several 
months. She seemed very happy and her husband 
a highly successful young engineer, sounded like а 
rather stable person. She said she wanted to see 
me only once more. She told me that she realized 
that she hadn’t solved all her problems and that 
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certainly there would be others that would have to 
be faced. Still, she felt that she could БО on without 
my help. I was gratified to hear her speak proudly 
of the work she had done in therapy and to speak 
of me as an aid in her self-development, rather 
than the one who had actually done the work for 
her. . 

One and a half years later the patient was seen 
for five interviews, which helped her eschew a 
Somewhat masochistic relationship to her hus- 
band. On the whole, however, she had done extra- 
ordinarily well. She had a small son for whom she 
cared a great deal, and her marriage seemed to 
have a solid basis. 

A three-year follow-up shows her to befunction- 
ing well, although still not free of neurotic Conflict, 


Case 2 


This was a 16-year-old schizo 
Mexican-American background 


with another therapist. The th 
interviews Were, at first 


F. К. RODMAN 


having became rather boring for ше. Нег "E 
behaviour became increasingly hostile ana T 
began to run away frequently. One time, a 
climbed on to the roof of the playdeck i 
threatened to jump off. Only when I a oe 
climb up to get her would she come down. a 
told me then that she just wanted to see if I a n 
actually come after her, I once came from jt p 
the evening to search for her when she ha her 
away. I made it a policy for the staff to pursue A 
and return her to the ward whenever she qe 
Tun off. She began to scratch at her wrists, the 
Wild temper fantrums and I began to ierit 
locked Security room more and more а the 
along with drugs. I was concerned abou also 
Seriousness of the self-destructive acts. I ipa as 
the recipient of some comment in my ro 
therapist for a troublesome patient. А was 
After a period of three days in which pie an 
constantly in the security room, I gradually She 
to increase her time out of it. More and pea ien 
behaved according to ward rules and, as E cle 
pened, I increased her privileges. Then, n tus 
Seemed to be Starting again and she woul 


th. 
away when the impulse to do so gained streng 
ow, h 


creasingly conyj 
self, despite t 
told h 


best efforts if a 


х fit. She d 
nything were to come of it. 
Tun off, was no 


own 
t pursued, and returned on ie 
With which she left the ward atio 
he general standard of picea 
nd was making a mockery a have 
concluded that she woul nin 
ard if she would not stop we 
her so. She told me that I obvi0"™ 1 
for her or ү wouldn't make ^ the 
Played conspicuously © doing 
must have manifested for 4, she 
ith a Schizophrenic ee 
id discharge her. I told ein? 
her Patient, that she could n sil 
st 
interesteg ты tow whether she i 


tater: ig 
à ару under the rules as 5 hi 
AR time I wou] Consider readmitting al k 

One with a stro 1 t she WOY og 
deed сај ‚ | OD feeling tha 


“cide that therapy was wort 


nning away, d. she 
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ыш that things at home had gone better 
lena She looked very well. She began 
good d to groom herself to far betteradvantage. 
the thera eal of new material became available to 
took a oo and her involvement in ward activities 
Never д агр increase. She said she felt she would 
came Se oiim the way she was when she first 
ent invo] е ospital, Later, she said that the inci- 
in her life ES discharge was a major turning point 
an she hat I apparently felt she could do more 
Proven dea re she could and that it had been 
isorder A was right. Evidence of the thought 
Still see ecame much more veiled, although it 
at med to be present, 
неа d before She was to be discharged, 
Б thal began again to transgress the rules 
ischargea to such an extent that she had to be 
Conflict with ш» She came into immediate 
i ospitali er parents at home and this resulted 
trea ment ет for а few weeks with по active 
le return d then made an excellent adjustment. 
Average s © to high school, obtained above- 
a Wane es, made one good friend and several 
mily, Sh ces, and got along well with her 
Pour е planned to enter a school of nursing. 
that ‘ia Subsequent to discharge she still felt 
Wa, èi Single most important step in her therapy 
foung " discharged, as described, because she 
believed self able to do things that she hadn't 
She could do. 
Case 3 


I 
айе began to See a 17-year-old boy three months 
Sas, 10 Sudden death of his father of heart di- 
thera. © had had several years of intermittent 
Was Y prior to that time, primarily because he 
him gressive and unruly. The year in which I saw 
Stup Ie Weekly, was full of manipulation, 
рр ^ 8nd disappointment, and it ended 


" With his permissive mother and 15- 
en, tet: Не was concerned that he was 
Onst Nt, masturbated а good deal, and was in 
е trouble at school for tardiness, not doing 
н апа having a defiant attitude. He was 
demon Oncerned with becoming dependent and 
“omin “trated that he could not be counted on by 
оцу (Elate, raising hopes by improved behaviour, 
ang vee Telapse repeatedly into temper tantrums 
b, no "destructive actions. 
ack | “S Occasion he told me that he always holds 


Piece of himself with anyone. Then, if 


365 


things go badly, he can always tell himself he 
“put one over on the other guy". 

His father had been demanding and sadistic, 
and the patient never felt he could measure up to 
the ideals set for him. 

Throughout the year of therapy he had a provo- 
cative attitude. Sometimes he would lay down on 
the floor, sometimes go over to the toys and play 
with them, sometimes he would seem sincere and 
involved, only to grin and point out how he really 
had me fooled into believing him. 

He began to smoke marijuana, and occasionally 
take barbiturates or amphetamines. After a period 
of improved school behaviour, he would suddenly 
switch back to his former ways and refuse to get 
up in the morning—heading toward expulsion ob- 
viously. He was sentimental and cried about how 
he missed his father. He would say ‘all I want is a 
happy home' as though he were the father and 
head of the family. 

My attitude was one of determination not to 
succumb to his behaviour. He was thus able to 
demonstrate in the most lucid and ingenious ways 
exactly how impotent I was, how helpless to affect 
him favourably. From the beginning I had insisted 
that he come at least twice weekly and defended 
this against all attempts to change it. There was 
never a lack of this. He marshalled any possible 
arguments to reduce our contacts to one per week. 
Feeling that this would truly rule out any help, I 
resisted. 

As time went by he became increasingly in- 
volved with drugs, began, in fact, to plant a 
marijuana patch, acquired a gun, was expelled 
from school, gravitated toward a bar frequented 
by homosexuals, and, finally, insisted on coming 
once a week or not at all. Then, reviewing his 
behaviour and pointing out that this was his way 
of compromising therapy completely, I refused. 
Therapy came to an end. 

Follow-up one and a half years later reveals the 
following. After treatment ended, he felt that he 
had to rely entirely upon himself. He realized that 
he made the assumption that as long as he was in 
treatment, somehow I would do whatever had to 
be done to help him. Things were now quite 
different. He had a series of jobs. Within severa] 
months he enrolled in a junior college and gained 
high marks. He was later elected to the Student 
governing body. He continued to have Severe 
problems, but his way of life showed a great reduc- 
tion in self-destructive behaviour. 
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FORMULATION 


The threat to terminate in each case repre- 
sented a shift from the belief that if only I 
would say the right thing the patient would do 
what I wanted to the belief that the patient Was 
indeed capable of altering the behaviour in 
question and simply wasn’t doing it. It wasn t 
insight that was lacking, but action. The shift 
represented a change from a Primarily deter- 
ministic point of view to one which gave a 
greater role to notions of free will. | 

Mazer (1960) argues well for the belief in 
free will as a therapeutic factor. ‘The belief in 
the existence of free will Provides the readiest 
means for testing the limits of human possi- 
bility.” He feels that it should be made explicit 


at he decides upon his own 


tlining the responsibility for 
what he does, 


Wheelis’s (1956) comm 


ents On a general 
cultural change are related 
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i е 
sight a goal is conceived which a | 
Opposite motivational systems, offering pr md the 
Partial fulfilment to each; the drive eee er 
compromise goal is the vector outcome o bee 
flict; the ego examines this vector ШӨ ith the 
sanctions it as good, and reinforces it ien be 
energy at its disposal (attention cathex em 
neutralized drive energy). The act of will pueris 
inthis €8o-sanctioning and ego-reinforcing. ee 
times there may be Superego-reinforcem or die 
Well as when one says to oneself, "Tl do Er 
trying’, or ‘I'll stake my honour on it’. anm 
insight, sometimes will is the variable of c 


ill 
Wheelis points out that either an eS н 
or insight itself may functionas a resistan yol 
the other, as when one leaps quickly to ae | 
the Painful-looking or when insight bec | 


d re- 
Patients and the point of infenrapiion PE 
Sented a critica] juncture for both of “i were 
had first felt that the symptoms displaye onses 
Primarily designed to elicit desired resp 


3 bles 
from the environment, This attitude resem 


or 
that held toward people considered to lity 
mal, since it attributes to them the possi а 
of voluntarily deciding upon a ae 
action. But as I came to understand 


he patients, my attitude changed: 
thought of 


my help, j 
their beha 
Stage, my 
idea that 
Personality 
the time th 


ап end in itself, d these 
My point of view had varied towar 


uch © 
rt this 


e 

at 
d by |+ 
at 


a 
al events. This attitude um p" 
i and the behavioural ' B 
Г attitude, may have edi ай 
dispensable as а method establishing © e. 
and as а Prelude of what was yet to анг fed. 
As the relationships deepened, I cam? pe 


а or i^ 
that £ach patient Could do more than he ай! 
Was in realit 


er ^ 

Y doing and that my form ng? 

tude had come about partly through р и] 
eir Pathology, One might ae (P 

-T felt that even though Im 
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able to explain their behaviour, this did not 
automatically constitute sanction for it. Also, 
pulses were controllable through an effort 
9f the will. 
Searles (1961), in a paper discussing stages in 
© treatment of chronic schizophrenics, de- 
Scribes a Stage near the end as follows: 
ыы Words, one now holds the patient highly 
oe for his symptoms. One now leaves in 
Spend xs the choice as to whether he wants to 
"à Wiet remainder of his life in a mental hospital 
every į ner he wants, instead, to become well. In 
бешш nog that I can recall from my own ex- 
newly ен І have found occasion to express this 
hasiz; on attitude to the patient himself, em- 
izing that it is all the same to me. These are 
eine RS but the expression of a deep and 
ow call celing-orientation. One cares not, now, 
hee wt this may sound, nor even whether the 
Sychoti il respond to it with suicide or incurable 
io hee disintegration; and one feels and says 
оо, iio tens one’s own professional Status, 
eelings € gamble, not to mention the potential 
Subject i lasting remorse to which one might be 
itremeai уы one's communications had such an 
т Us, in ly destructive effect upon the patient. 
ot tó uM one braves the threat of destruction 
Ones hes patient and to oneself, in taking it into 
What S to declare one’s individuality, come 
May, 
thet factors must have been involved in 
tion Ne se There was a feeling of exhilara- 
utie olved in carrying through these thera- 
been manoeuvres, perhaps because I had 
Semino È to take action which, although 
ace нк У at odds with an understanding and 
Iw : ang attitude, seemed quite correct to me. 
ciate сеен of a good deal of irritation asso- 
these d the bind I had been feeling toward 
h «ol for some time. 
Ser case I had demonstrated deep con- 
in t ari patients repeatedly. For example, 
as se, St case I had seen the patient as often 
th ee times per week during crises and, in 
fp. cond case, had pursued the patient my- 
en she had run away. In case 3, I had 
Teely available in time of crisis. I think 
ach was trying to recapture these situa- 


tig 
n; м 
> because of the gratification involved. 
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At the same time, they may also have been 
trying to force a situation in which I would 
take a stand and redefine the relationship in 
such a way that they could move forward. In 
each case, they succeeded. In case 1, I could not 
and would not interpret for weeks, while the 
patient's life was falling apart. In case 2, T 
couldn't allow my orders and the structure of 
the entire ward to be subverted. And in case 3, 
the seriousness of the therapy could not be 
undermined by a reduction in frequency. 

The subsequent improvement occurred in 
several areas. In case 1, a more reality-oriented 
life pattern, greater self-esteem, and more 
satisfactory social relationships were the im- 
mediate result. In case 2, better grooming, a 
loss of weight, a greater participation in ward 
activities, a conviction that she would never 
return to the original state of her illness, and 
increased self-esteem were observable. In 
case 3, as mentioned, there was an increased 
reliance on himself, and a resumption of his 
education, this time with success. 

I believe that it was my unwillingness to let 
these patients make a sham of the therapeutic 
relationship which crucially determined the 
improvement. I was letting them know that I 
was serious about treating them and required 
that they too be serious about it. I attributed 
to each the autonomy necessary for deciding 
upon actions. I consider that approach to be 
essentially a gesture of respect. Hoedemaker 
might say that I demonstrated the ability to 
keep my own defences intact and therefore 
served as a good model for them. I would 
agree with this. I would add to it that I demon- 
strated to these patients that actions have con- 
sequences and the future must be considered. 
They showed clearly, when therapy was re- 
sumed, that the future meant more than it had 
previously. Alexander (1956) might say that 
these patients underwent a corrective emo- 
tional experience. 

In each case, the action had the quality of 
decisiveness. The events were discrete. The 
frequency of contact was reduced to nothing 
and I think that this was important in letting 
the implications of what had occurred come to 
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mind and be considered by them. I think also 
that my absence, following upon a long period 
of my frequent presence, enhanced the pro- 
cess of identification. 

Schwartz (1961, personal communication) 
feels that it may be true that the only Way in 
which to influence patients whose pathology 
takes the form primarily of action is by action 
itself. 

The matter of timing, as Freud pointed out, 
is crucial. A 15-year-old girl with an hysterical 
psychosis was treated in a wide Variety of Ways 


years. The 
One condi- 
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tion of treatment was that she take no sleeping 
pills of any kind. Nine months following the 
beginning of treatment, the patient nearly died 
from an overdose of sleeping pills. The thera- 
pist, while expressing his concern for the 
patient, nevertheless terminated, but not with- 
Out telling the patient to call him after six 
months had passed and that if she had been 
working steadily for at least two months by 
then, he would consider a resumption 0 
therapy. The patient called about a year later - 
and treatment was resumed. The patient did 
very well and, a year and a half later, te 
minated because family activities were taking 
UP so much of her time, She was vastly 
Improved, ү 
Another therapist threatened terminating 
With a girl who had regressed into promiscuity 
and the taking of narcotics after an appare? 
Improvement. [n response to the threat, th? 
Patient controlled herself and, simultaneous!) 
her grades at School took a turn for the bette? 
From many conversations, I gather kn 
there are frequent instances of improveme? 
авах the threat of termination ог mA d 
ination, ta 
casual, iate ee е ne 
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b biel in the particular therapeutic situa- 
Prehen lis trend toward a highly accurate com- 
the for sion of tlie realities of the therapy takes 
evident t ofa Struggle by the therapist which is 
the she the patient. The patient, in fact, being 
Шр uct of unrealistic expectation and 
a communications, is continually 
to gai ing the therapist to test reality, in order 
Шу We donatos about him. He wants to 
ewilde the therapist is like the other key 
i igi figures of his past, or is really 
o puse im truly interested and capable 
Personal Ing in his attempt to comprehend the 
Such = tee of the patient. When, at times 
cludes th have described, the therapist con- 
Seater q at the patient's capabilities аге 
апа р his Actions would substantiate, 
to these Yerapist insists that the patient live up 
esult Capabilities, vehement opposition may 
рез "Беара аѕ а теапѕ of putting the thera- 
ere, а beliefs to a ‘trial by fire’, as it 
herapist aim of which is to see how deeply the 
ould qj actually believes what he is saying. 
esr i. therapist be able to persist in his 
at the patient fulfil his side of the 

оша he 4 living up to his capabilities, 
Viction th Шш 15, demonstrate steadfast con- 
гар Une can then make use of the 
КО 5 belief. Here, the therapist’s faith in 
aith sin. aS available to the patient, a 
fro ich, in the case of those who suffer 
ber" character disorders and schizo- 
and ¢ reactions, must have been distorted 
Tushed along the lines of its potential 
tea Pent. The perception and belief in 
by the therapist is not adversely com- 
Pati by the wish to punish the despised 
Dist ж. апа be free of him. Rather, the thera- 
they, Ishes to continue the object relation with 
fait “tient, but not at the cost of compromising 
Profes, the truth of his perceptions or his own 
Slonal identity, The therapist, by acting 
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on the conviction that the patient is capable of 
greater ego control than he is demonstrating, is 
expressing faith in a core of the patient's еро 
strength. The patient finds it possible to D 
lieve such a therapist, one who is unshakeable 
because of the diligent effort which has been 
devoted to the task of understanding the 
patient. The belief in the other's opinion of 
oneself helps the patient to mobilize what 

strength he has. A demonstration of such 

strength increases the patient's feeling of self- 

esteem. This contributes to a general re- 

surrection of the joys and rewards of dealing 

realistically with life and helps to account for 

positive change in areas other than control 

over the behaviour which had been exceeding 

the limits. The relationship changes too. Both 

members of the therapeutic dyad are now 

doing all they can in the service of the therapy, 

rather than continuing as before in a relation- 

ship that bears some of the hallmarks of 

mother and child. The resolution of such crises 

involves growth of an important sort, not 

merely for the patient, but for the therapist as 

well. 

I do not think it is possible to distil out of 
these considerations a set of criteria for the 
application of the technique of interrupting 
therapy when patients exceed the limits. At 
this point, as I have implied, I regard this as 
a highly individualized problem, involving two 
unique people at a unique point in an unique 
relationship. Furthermore, what is successful 
for one therapist with one patient may not be 
successful for another therapist with the same 
patient, and vice versa. What is important, 
however, is that the application of any 'tech- 
nique' of treatment, particularly to patients 
with psychoses and character disorders, may 
be limited. The emergence of behaviour in the 
therapist which transcends ‘technique’ may 
be crucial to the success of treatment. 
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assessment of brain damage 


Bv S. MICHAELSON,* J. T. ROSE** AND А. E. MAYT 


„шш (1964) and Kintz ег al. (1965) 
drawn attention to the *Experimenter 
нений in research. The results an experi- 
iin aiis tend to be influenced by his 
His rac i expectations or foreknowledge of 
PSych uis. This hazard may affect the clinical 
ologist. 
medius of a diagnostic test may ask a 
| оед colleague for cases with a specific 
z stratorh, The test is one where the admini- 
indicative to interpret the subject's response as 
3 Wiss or contra-indicative of the disorder. 
ет, N the patients and obtains scores from 
Biene he asks his colleague fora group of 
tested aho do not have the disorder. Having 
tities d he looks to see if his test dif- 
iagnos es the two groups. As he knew the 
. Tesults = of the patients he had tested, his 
from тна be biased from foreknowledge or 
ЫН enthusiasm for the test. 

lopist s agua setting the clinical psycho- 
Presence requested to investigate for the 
Usually fa, absence of certain disorders. He 
Patient's nas some foreknowledge of the 
feels ei condition because the psychiatrist 
request pow to give reasons for making the 
: nowled hese reasons provide some fore- 
teg fife Бе of the patient's condition. If the 
ii ma Pon measures, the results are 
the ie. by this source of contamination. 
trises šu her hand, it is possible for a psychia- 
n бане anri of a certain disorder to be 
он D reinforced by the results from the 
ii ests, because the psychologist had 
Owledge of the psychiatrist’s suspicions. 
"etri апп of this study was to see how psycho- 
Menter n Eni fared when the ‘Experi- 

R есі” was controlled. 

+ «абат Hospital, Haifa. 
mens Hospital, Leeds. 
ip Hospital, Somerset. 
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| Controlling for ‘experimenter effect’ in the psychometric 


TESTS 


Two tests of brain-damage were used in the 
psychometric assessment, the Memory for De- 
signs (Graham & Kendall, 1960) and the Synonym 
Learning (Kendrick, Parboosingh & Post, 1965) 
Both of these tests are widely used. They are eas ; 
to administer and score. There is no mention thet 
‘Experimenter Effect? has been controlled for in 
their validation. 

(a) The Memory for Designs is a test of visual 
learning. It consists of fifteen simple designs. The 
subject studies a design for five seconds, the design 
is withdrawn, and the subject asked to reproduce it 
The reproductions are scored for errors such as 
distortion and rotation. Graham & Kendall (1960) 
have shown that the number of errors is signifi- 
cantly correlated with age and vocabulary; in 
their scoring method they recommend correcting 
for age and vocabulary before deciding whether 
the error score is indicative of brain-damage. 
However, Hunt (1952), Garrett, Price & Deabler 
(1957) and Korman & Blumberg (1963) in their 
validation studies show that uncorrected error 
scores give better predictions than corrected scores. 

In this study uncorrected error scores were used, 
Any subject obtaining an error score of 12 or more 
was classified ‘brain-damaged’; those who scored 
less than 12 were classified ‘non-brain-damaged’. 
The Memory for Designs was scored twice for 
thirty-five subjects, the two psychologists scoring 
independently of one another. The inter-rater 
reliability was r cos 7 = 0:98. 

(b) In one form or another word learning tests 
have been used to differentiate brain-damaged and 
non-brain-damaged subjects (Shapiro, Post, 
Lófving & Inglis, 1956; Walton & Black, 1957; 
Walton, White, Black & Young, 1959; Inglis, 
1959; Hetherington, 1965). 

The Synonym Learning Test is a refinement of 
the Walton-Black Modified New Word Learning 
Test. Kendrick et al. (1965) report that no brain- 
damaged subjects obtained scores higher than 56 
on this test. However, this study was with elder] 
psychiatric subjects. There are no reports of the 
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been used with younger age groups, 
е are such reports of the an 
Black test. Kendrick (1965) used a cut-o Ў О 
of 57. In the present study, the same d » m 
used. If a patient scored 58 or БА on the е 
was classified * non-brain-damaged'; ; ascore of less 
than 58 was classified ‘ brain- -damaged’, 


METHOD 


The psychiatrist who knew the aim of the 
study was asked to provide fifty names of 


Table 1. The efficiency of the Memor 
non-brain-damaged 


S. MICHAELSON, J. T. ROSE AND A. E. MAY 


on their wards, but as the psychologists or 
from external hospitals the name of the s a 
gave no diagnostic hint. Patients, spas 
nurses who began to discuss any of the pa ges 
were informed of the need to keep the psy 
logists in ignorance. б 

Me ә psychologist was Loin 
the patient, he explained that the uh nt 
research project and that if the patient po 
feel like participating they should refus 
Patients refused and were replaced. 


ry for Designs Test in discriminating between 
and brain- -damaged patients 


Test classification 


Veneta “Ace ae 
“Non-brain- *Brain- c 
Clinical diagnosis damaged’ damaged’ To 
Brain-damaged 12 13 
Non-brain- -damaged 24 1 
Total 36 


№ = 


Table 2. The efficiency of the 
non-brain- 


12:004; P < 0-001; > contingency Co-efficie, 


14 
nt = 0:44, 


Test See 


he | оа ыр a Вгаїп- 
Clinical diagnosis damaged’ damaged" Total 
Brain-damaged 18 
Non- -brain-damaged 17 8 
Total 24 26 s 
X = 6490; p < 0-02; 


patients to be investigated for the 
brain-damage. He could provide а 
of brain-damaged to non-brain 
he wished. The only provisos Were that the 
classification should be, as far as Possible, 
certain, and that the patient's genera] be- 
haviour and appearance Should not be such 
that they provided diagnostic hints. 
The psychologists, who Bave the tests, haq 
no information about the patients except their 
name and age. Some of the patients were seen 


Presence of 
Dy base rate 
-damaged that 


; contingency co 


-efficient = 0:339. 


ето! 
e. fifty Patients were given the Me 565, 


Designs and the Synonym Learning P d: 
order of Presentation was icm 
From the as On each test the pal asked 
nally, the psychiatrist was or 
clinical diagnoses, e et? 
© made with the psycho™ 
s. 


xp? 
Thenull hypotheses were that asthe ae А 

d for " ep 
menter Effect: Was being controlle etwe 
Would be (i) no si 


nificant association b° 


| 
d 
= 


Experimenter effect in psychometric assessment 


\ the Memory for Designs classification and the 
¥ Clinical diagnosis; (ii) no significant association 
between the Synonym Learning classification 
and the clinical diagnosis. 


SUBJECTS 
(а) Non-brain damaged 
een Were 12 non-psychiatric (medical) cases 
| dion: m de such = anxiety or depres- 
z age, 38:38; s.p. 13:11. 


(5) Brain-damaged 


а Of these patients was obviously demented. 
Could hold a normal conversation and were 

© to co-operate with the testing. 
EB. numbers were as follows: 7 cerebro-vascular 
” and es 3 brain injury, 1 cerebro-vascular disease 
ieee deposits, 1 Huntington’s chorea, 
trop} encephalitis with cortical damage, 1 cortical 
iat The rest were confirmed at operation: 
ri he pingioma, anterior and middle fossa, 
ne frontal glioma, 1 fronto-parietal astro- 
seconda 1 cerebellar cyst, 1 right frontal tumour— 
angioma, deposit, carcinoma, 1 left cerebral 
edu a, 1 right frontal astrocytoma, 1 cerebellar- 
-lempo O-blastoma, 1 right frontal angioma, 1 right 
Mes Tal astrocytoma, 1 cerebral-cysticercosis. 

age, 40-08; s.p. 14:25. 

© difference in age between the two groups is 


"Significant, ; = 0-435. 
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RESULTS 


Tables 1 and 2 show that the null hypotheses 
may be rejected. Both tests discriminate be- 
tween brain-damaged and non-brain-damaged 
subjects when the 'Experimenter Effect” is 
controlled. 


DISCUSSION 


A subjective experience for the psycholo- 
gists who administered the tests was that this 
was a more stimulating way of validating 
tests. It also seemed probable that results 
from tests which had been validated when the 
‘Experimenter Effect" was controlled would 
be received with greater confidence. 


SUMMARY 


Two tests of brain damage were validated with 
control for the ‘Experimenter Effect’. Both tests 
discriminated significantly between a brain- 
damaged and non-brain-damaged group. 
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The paradoxical effect of effort 


By JUSTIN SIMON* 


ego essence of the concept ofan autonomous 
Uhr ret there are regulating processes in the 
Hon apparatus which do not issue from 
fins Psychoanalytic theory has always been 
І апа e primarily with psychic functions 
ict рше: which relate to drive and con- 
of the Ut research is shifting toward the study 
mari ego. One aspect of that shift is sum- 
ized by Rapaport (1960): ‘It is now as- 
confi hat inborn ego apparatuses enter 
ies as independent factors and that their 
ume 15 not primarily dependent on drives. 
been (1939) in his pioneering work Ego 
called Aa and the Problem of Adaptation 
tealm? er Psychoanalytic study of ‘that other 
of je conflict-free ego sphere. The aim 
“Onsiq Paper is to contribute to that study by 
Xperi *ring a certain body of clinical and 
exp ental data which seem incompletely 
апей by considerations of drive and con- 
alone, 
ү а lighting a campfire his performance 
limitati be improved by the knowledge of a 
Cem ton in the number of matches. But there 
las а profound tendency to fail with the 
Match (personal observation). 
abi having been involved in an auto- 
то, © accident, for several months I drove 
үз Carefully, politely, and in a real sense 
* safely and efficiently than usual. One 
a бау that the motivation provided by the 
° lici atic memory of the accident actuated an 
U pe "a of my driving habits and proficiency 
haq á Огтапсе. But an extreme of motivation 
driya Opposite effect. When road-tested for a 
SIS licence in a new state I stalled the 
for 9r, almost side-swiped a parked car, and 
ot to hand-signal a turn. 
tions Ording to Marshall (1947), in the emo- 
Pressure of battle no more than 25% of 


fli 


* 
Brookdale Hospital Center, Brooklyn, N.Y. 


men under attack even fire their rifles, let 
alone use them efficiently. Tyhurst (1951) re- 
ports that in emergency and disaster situations 
12-25% respond intelligently. An equal num- 
ber show ‘states of confusion, paralysing 
anxiety, inability to move out of bed, hysteri- 
cal crying or screaming, etc.’ Three-fourths or 
more show some clear impairment of intelli- 
gent behaviour, often with aimless and ir- 
relevant movements, rather than, as one might 
expect, panic reactions. 

The common factor in all these anecdotes I 
have termed the ‘paradoxical effect of effort’. 
In order to explain these diverse phenomena 
psychoanalytic theory postulates that each 
occasion of the paradoxical effect of effort in- 
volves a conflict between drive and defence. 
The effort which produces the paradoxical 
effect is assumed to issue from a drive deriva- 
tive the discharge of which is opposed by the 
ego. This effort is then inhibited by counter- 
cathexis and the resultant ‘paradox’ is the out- 
come of that inhibition. This dynamic ex- 
planation is supplemented in psychoanalytic 
theory by a structural one which states that if 
the ego is overwhelmed, a regression can ensue 
which reduces the total level of ego function- 
ing. Hartmann (1950) pointed out that even 
the most autonomous ego functions can be- 
come involved in regressive processes, but 
Gill & Brenman (1959) make it clear that in all 
regressions and regardless of how they are 
manifest, drive-conflict issues are considered 
to be primary. I shall proceed to a review of 
some work in the field of academic psycho- 
logy which challenges this explanatory primacy 
and leads me to a complementary formulation 
involving the conflict-free sphere of the ego. 

In 1908 Yerkes & Dodson of Harvard 
University reported some unusual findings in 
their experiments with mice. Their experiment 
was to test the effect of two variables in a 
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learning situtation: (1) the ав, а 
as a negative reward for the wrong с s 

(2) the difficulty of the learning task. ey 
found that with a very easy task increases of 
shock caused an increased speed of learning, 
but with intermediate and difficult tasks in- 
creases of shock caused speed of learning only 
to a certain shock intensity. Beyond that in- 
tensity the speed of learning decreased, This is 
referred to as the Yerkes-Dodson law. 

The weight of a great deal of research con- 
firms the existence of a Yerkes- 
dency if not a law. An impr 
investigators and theoretician 
major reference to this phenom 
though each couches the des 
own theoretical language, the 
unmistakable. Payloy 


Dodson ten- 
essive list of 
S have made 
€non, and even 
cription in his 
centra] issue is 


Hull (1943), Barker, Dembo &Lewin (1941), 
Basowitz, Persky, Korchin & Grinker (1955), 
Eysenck (1955, 1957 1964), Broadhurst (1959), 
Farber (1954), Spence (1956), Taylor (1956), 
Jones (1960), Easterbrook (1959), Korchin 
(1965), Luchins & Luchins (1959) have all 
published studies which bear upon the Yerkes- 
Dodson tendency in human b 


ehaviour. While 
it is beyond the Scope of this paper to present 
and compare their contributions, Several 


points are directly relevant, The data of man 
of these investigators raises Serious ch; 
to the drive-conflict explanation of t 
doxical effect of effort, In order t 
within the confines of that theory, 

postulate that large numbers of гезе 


allenges 
he Para- 
О remain 
one must 
arch sub- 
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jects characterized as ‘high EE | 
‘high drive’ subjects shared similar aera 
and inhibitions in performance, while the dis 
motivation’ or ‘low drive’ subjects а 
common freedom from those drive ponit = 

In addition, psychoanalytic theory in 
particular help in clarifying the differenc im 
Performance which seem related to E 
learning process, If learning eveniet 
learning is an important factor differen а 
the effect of an effort, that observation W e 
Seem to infirm drive-conflict раону with 
Point instead to €go processes connecte 
learning. i ce 

re 20 personal observation will ree 
my line of thought. The initial step in lea 


ne 
; : ; ecom" | 
to improve one’s reading speed is to b 


keso” , 
aware of the number of stops the eye ma om- 
each line and then to retrain the eye to s the 
Pass more content with fewer stops. This et 
essence of training in speed reading. d to 
itis a routine Occurrence in persons learn f the 
acquire this skill that the initial effect ading 
effort is to decrease reading speed and ге а" 
comprehension, There seem to be two me 
nisms involyeq and both of them hars set 
With manipulations of attention, First, а йо 
tion Which is paid to the oculo-motor or jon 
in Teading detracts from the comprehen 
of the reading material, Second, the # arily 
effect of the attention paid to the ой j 
automatic Preconscious eye mui е 
reading has the effect of slowing these and 
Ments, Initially, therefore, both spor іл 
comprehension diminish as a result of th! 
about Teading, Г and 

hese transitional effects in the learning шй 
unlearning Process are ubiquitous 


in in di" 
5 extremely difficult to explain 2. г 
conflict 


an "m 


The paradoxical effect of effort 


functioning of the conflict-free sphere of the 

*g0 in learning and unlearning situations. 
à fairness to all the authors noted above, 
\ “Ne clinical and experimental work therein re- 
Sed to embraces much more than a single 
Раепотепоп. In the service of convergence of 
ex us themes, I should like to turn to a final 

ample of the paradoxical effect of effort. 
Freud (1912) said in his technical paper 
» yo mmendations to physicians practicing 
all mor аи that in order to best remember 
simply ү; he patient tells the analyst, “he should 
i LP! listen and not bother about whether he 
mag anything in mind’. He says that *a 
Probable determination to recollect. . .[most 
analy RÀ results] in failure". Freud urges the 
en E to listen carefully with ‘evenly sus- 
attention’ and that special efforts to 

er will interfere. 
_ 1 this example there seems to be no concern 
egy, 20088 drive dynamics or anxiety. 
inser Concern is with *a danger which is 
D n from the exercise of deliberate 
лы à This calls to mind the central con- 
Феи Cue utilization theory that performance 
* of s Ption can be related to shifts in the range 
ttention, 
of zd Classic illustration of the adverse effect 
the g ntion upon performance is the story of 
Whig ees who begins to think about 
Өш , ^8 to move and becomes paralysed. 
Camp) Вгептап (1959) cite this whimsical 
theip E but ground theory in observation 1n 
S Зе of hypnosis. ‘It is a = 
Bero day experience that an automatically 
чац: function is interfered with when 
Kei Оп is directed toward it’ (p. 133). | 
The S (1952) underscores this same thesis: 
tom 2Utomatic functions of the ego are 
kin "only considered to include a special 
Cone 9! Preconscious processes which become 
Othe tOus only in the case of danger or under 
these Special requirements. Consciousness in 
fungi MStances is no guarantee of improved 
тро ОТ оп the contrary, automatic [habit] 
Dito Des in driving automobiles or the use 
dy for instance, seem to have undoubted 
tages, » 


"етер 
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The tests reported Бу Eysenck (1964) and by 
Easterbrook (1959) converge toward an 
identical conclusion. Consciousness of the 
details of performance, while essential to some 
learning, apparently has a disruptive effect 
upon the established functioning automatisms 
of behaviour. The observations and reasoning 
to this point suggest an extension of Kretsch- 
mer's (1922) * Law of Formular Abbreviation’ 
into a statement that although consciousness 
of details is often essential, during the learning 
period, for the development of a function 
which is to become automatized, after the 
status of automaticity has been achieved then 
that function demands zo? to be hyper- 
cathected into consciousness in order to en- 
sure the maintenance of that automaticity. 
This postulates an interference with ordinary 
functioning as a feature of the autonomous ego 
which operates differently, though rarely 
separately, from psychodynamic and struc- 
tural interferences of functioning. 

Regardless, then, of the drive dynamics in- 
volved, the effect of any sort of effort may be 
to cause a focusing of attention on to the 
automatic details essential to performance. 
When this occurs there is a tendency to de- 
automatization and a consequent deteriora- 
tion of performance. The altered performance 
may serve drive-conflict demands, it may be 
part of a large-scale ego regression, or it may 
be a regression in the service of the ego within 
the conflict-free sphere of the ego. 

All of this suggests a major function of con- 
sciousness which has not been appreciated. 
Klein (1959) reviews some of the reasons why 
Freud never synthesized his different views on 
consciousness. At times Freud described 
consciousness as merely a quality despite his 
early concept of consciousness as a cathexis or 
attention-dispensing function of the ego. 
Rapaport's (1960) work has embraced and 
extended this latter concept, but nowhere in 
his published work is the suggestion that con- 
sciousness has a structure-breaking function.* 


* According to Dr Robert Holt, Rapaport was 
getting into just these problems shortly before his 


death. 
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The importance of automatization and de- 
automatization can be appreciated by noting 
that the vast majority of psychic functions 
operate outside of consciousness and that the 

emarkably complex multiple interrelated 
funcions of the ego depend in large measure 
upon preconscious automatisms. Freud said 
in The Interpretation of Dreams (1900): ‘The 
most complicated achievements of thought 
are possible without the assistance of con- 
sciousness.” This is no less true of complicated 
achievements of behaviour, 
Hartmann (1939) devoted major sections of 
his classic monograph Ego Psychology and the 
Problem of Adapationto discussin gthe essential 
role and functions of automatisms in mental 

life. He also focused upon the ego’s need for a 


structure-breaking function: *Both flexibility 
and rigidity are neces 


of the ego... The no 
Suspend, temporaril 
functions, , ° Whet 
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and the achievement of higher levels of ae 
tion based upon the development of new 
more complex automatizations. — 

Indeed, all this is implied by Freud des 
ment in The Interpretation of iind ( meth 
"It seems probable that in the first instan ея 
unpleasure principle regulates the disp uite 
ment of cathexis automatically. But it S is 
possible that consciousness of these T moe 
may introduce in addition a second an 


ble. 
иан M ы А is even a 
discriminating regulation, which is e 


cts 

to oppose the former one and which ee it 
the efficiency of the apparatus by ena athect 
in contradiction to its original plan, to c? n the 
and work over even what is associated wit 
release of unpleasure. , ich is set 

"The value of the hypercathexis whic Jih 
up in the mobile quantities. . | gig Л 
new process of regulation which çons a 
the superiority of men over animals (р. er 10 

It is not within the scope of this ж, 
deal with the complex problem of the 


the 

4 ow 

of Consciousness, but rather to ne the 

relationship between consciousness кч i 
à us. 

automatisms of the mental apparat that 


Paper has aimed to 


support the theory 
wh 


rna 
en under the effect of some exte 
internal Stress, 


\ 
jal © 
the ego makes a special è 
Ond kind of TOWth in i ion cathex!S, 
volves, first, destruction of th E ао be h that Stress, attention matis 
» first, of the automaticit become directed on to the related autom iga 
of the established framework in Order to pave of performance A paradoxical effect of xd 
the way for acquisition of a new, more com- effort then ensües Tu aradoxical efle igb 
plex one, Inability 9r unwillingness to relin- effort is the deautomatizing influence 0 
quish the familiar blunts growth Whenever it Consciousness exerts 1 оп established ae : 
occurs. A crucial function of the ego is to be Matisms of the mental P aratus. This pus 4 
able to selectively deautomatize Structured plays а mita s ae ES eh normal 2 
nctions. Deautomatization facilit: М . 
fu ates growth Pathological ego functioning, 
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The world in need of a ‘leader’ 


An application of group psychology to international relations 


Pk J. Med. Psychol. (1967), 40. 381 
Printed in Great Britain 
By STEPHEN A. 
I. INTRODUCTION 
The theory of games, which military- 


pPlomatic thinkers often apply to relations 
Make а nations, usually requires that players 
Yeir moves as required by the game, that 
HE players ALS rational. But one cannot expect 
аа 5 behaviour to be determined 
rid by consciously held information 
а Y applied. And, from what is known of 
сап Psychology of groups—assuming nations 
is, j а thought of as a kind of group—there 
aders he less reason to believe one can 
akin and à group's behaviour without 
Upon " into account underlying influences 
ions of In addition to the conscious calcula- 
Which Same theory, and other means by 
есопо national decisions may be made— 
from mic and Political self-interest, guidance 
let üs um decisions, common sense, trust— 
Uma add and examine the possible effects of 
^i» motivation, group tension in parti- 

› Оп national behaviour. 
150 doing one accepts the invitation offered 
peg and war researchers who increasingly 
easy that national decisions are in large 
Stug, 76 Psychological. Van Atta (1963), after 
Y in the Pentagon for the Department of 
m about the problems of arms control 
Probes: ‘control of the arms race is not a 
of i of. . technical schemes but a problem 
i n understanding and human control у 
ang Hughes recently wrote (1960): ‘Psycho- 
ех Ytic theory offers a more coherent set of 
oy rations with which historians are just 
in sep ne to reckon.’ Boulding (1962), 
fami, 18 forth a general theory Quei 
Song?" » industrial, racial, legal, and politica 
ict as well as those between nations, 
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writes: ‘We cannot get very far with the pre- 
diction, or even the perception, of the course of 
conflict situations unless we develop means for 
probing the covert levels of hostility and 
friendliness, as well as the overt.’ 

Ishould like to suggest an analogy between 
the psychology of small groups and large 
groups; indeed, groups as large as nations 
themselves. My conclusion—that the world is 
in need of a super-ordinate leader—has long 
been proposed by others on largely non- 
psychological grounds (Reves, 1945; Toynbee, 
1948; Clark & Sohn, 1960) and on psycho- 
analytic grounds by Freud (1932). If this exer- 
cisecan be justified at all as novelty, it is because 
itis derived empirically—from the microscopic 
psychological examination of small group 
functioning with a method used by academi- 
cians for research, by industry to promote 
efficiency in small group functioning, and asa 
means of training group psychotherapists. 

The method of examination consists of 
participants meeting as a group and studying 
what occurs under relatively unstructured 
conditions. In these teaching or training 
groups members meet with a central figure, or 
leader, who specifies the common goal ofunder- 
standing the dynamics of groups, place, time, 
length, number of meetings, the taking of 
minutes, and perhaps outside work assign- 
ments. The leader is silent except when he 
thinks he can be helpful as a catalyst, support, 
or interpretive guide. The key element in this 
technique—the relative lack of structure — 
encourages the emergence and observation of 
behaviours ordinarily masked by directive 
leadership or schedules of production. Nations 
of the world, conceived as members of a world 
group, are obviously unamenable to manipula- 
tion of structuring or other conditions for 
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purposes of t hence the need for 
D ор s o- are thinking much is 
h ce them in suggesting that they join in 
aske alogy requiring extrapolation from a 
rasial organized small group to a world 
of nations. Even granting that analogy 
tein here merely as an aid in formulating 
tooth rather than as proof, analogy has 
its own requirements. 
The supposedly analogous elements must be 
comparable in respect to what matters, the 
relevant variables. The teaching group has a 
central figure and an explicit working agree- 
ment which the national group does not have. 
The teaching group is conscious of itself as a 
group; it has an explicit Psychological boun- 
dary, first in the stated rulesand goals, later in 
its own mores and experiences of itself as a 
unit. And it has a physical boundary in the 
walls of the room Surrounding it. All of 
these are lacking in the national group. 
Further, the teaching group is an ‘as if^ situa- 
tion rather than ‘for real? as is the national 
group. 
Well-taken as are these distinctions, a sense 


of being in a group does not depend solely 


upon an explicit agreement or the presence ofa 
formal leader, Rather, any group of people— 
tea party, business meeting, baseball team. 
has within it Susceptibility to the forces and 


patterns of group life, to be described. The 
indispensable requirement for a collection to 
become a group—that is, a “psychological 
group '—is a special awareness of each other 
as a group. People queued up Waiting for a 
theatre ticket are not such a group; but if 
there were one ticket left, and they were to 
compete for it, they would be. In recent 
years, with increasing efficiency in trans- 
portation and communication, nations of the 
world are more than ever Psychologically 
aware of each other. Particularly in the last 
decade, the psychological cohering of nations 
as part of a national group has achieved enor- 
mous impetus. Explorations of outer space 
and other planets, in sharpeningthe distinction 
between ‘us’ and ‘not us’, sharpen psycholo- 
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; ens a 
gical boundaries, and provide a mus t 
i a alogous to the walls 
physical boundary, analog A well "ТЫВ 
room around a teaching group, as we E ks 
melancholy fact that, for the first pe м it 
event occurring anywhere in the wor ae 
is nuclear, can have the most dire € pi 
for each world citizen underlines the нй 
apabili і "s behaviour upon 
escapability of each man's : ws Ub 
other, an early and crucial rus yv ah 
mastered in the training groups. Find S ti 
training groups, though ‘as if^ in pum nn s 
soon take on a large measure of rea е 
members become enmeshed іп the нти he 
human relationships. On the other han mahat 
‘real’ world group one can observe wee 

seems once-removed from reality cons! 
tions and consequences. . culative 
Scientific justification for this spe ito 
excursion is that it is a theoretical mei 
Order events which is internally vl 
Practical justification for it is that a AR 
understanding of the influences on beh: 


ing 
a à : trolli 
may lead to wiser choices in con 
behaviour. 


TI. LEADERSHIP IN GROUPS er- 
Leadership may be provided by a ae р 
Son, а collection of persons, an idea, The 
Certain circumstances a piece of wot i pro 
unifying attribute of leadership is thor fear) 
vides a focus (goal, challenge, suppor (192D 
common to all members, To Freud’s nature 
comment, ‘it is impossible to grasp m we 
of a group if its leader is disregarded’, roup? 
added the assumption that in all 87р 


i ing, 128°" 
there is an impulse toward finding 1 
Ship. 


by 


The impulse toward leadership 15 pum. ; 
the need to Solve problems, Thus, iw Ti 
Prise that leaders Come to the fore 1? pan f 
stress; that is, when problems асси! o al 
leader (letting the Single word stan em (0 
kinds of leadership) must have, or үреп " 
have, Power; that is. a leader emerges > 
Wish to have Problems solved is joine 


belief that he is powerful enough 10 
them, 


———— 
L амь 

Ma =< 

c————— SES 
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Se training groups* the wish for the 
der to step in and solve all the problems is 
mend кайышы in expectant silences, fur- 
saa 5 коа him, open pleas with him, 
Wee of inability to proceed 
enm 115 help. Some members may display 
Bese e reaction in blustering demonstra- 
pe independence. The leader's turning 
for m demands results in members solving 
die ув problems which they at first 
Өй could only be solved by him (how to 
get "i who takes minutes, where one can 
депо ing materials, who speaks first). 
also be € of belief in the leader s power can 
алај ac members act at times as if they 
отсе a him to bea harsh law-giver and en- 
ec they test him to see what he will or 
in their ow. At the same time, he seems to be 
Please ege à source of bounty for those who 
and —— they swell with imagined accolades 
hor n a imagined slights. One source of 
gt ша to him may stem from his 
teacher in reality as professional senior, 
compari bó administrator. But these pale by 
‘Vins 1son with members’ fantasies about his 
Stans = experience’, ‘skill as а psycho- 

6 ч SU, ‘writer’, or ‘researcher’. One gets 
tue that they try to make of him 
bene. free of the bindings of ordinary life, 
"dá ne who gives the law but is himself 
isto it. Thus, he resembles the leaders in 
ed who reigned by way of charisma, and 
Deed © power was increased in the context of 
been h, The natural leaders in distress have 
Spirit. olders of specific gifts of the body and 
; and these gifts have been believed to be 
Pernatural, not accessible to everybody — 
an е3 мааа rainmaker, priest, arbiter, oracle, 
Octor (Weber, 1960). 


harismatic leaders through history have 


* 
The following descriptive examples are con- 


[ei from a number of training and psycho- 
S ару groups in the author's experience, їп the 
Cho, Menninger Memorial Hospital, Menninger 
S ol of Psychiatry, Brockton and Boston VA 
Co, Pitals, Division of Legal Medicine of the 
™monwealth of Massachusetts, and Boston 
Wersity, 
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summoned followers through action and what 
might be called, clinically, the narcissism of 
their personalities. The training group leader, 
however, summons a similar reaction merely 
by not preventing it. Instead of instilling, 
demonstrating, convincing, his air of benevo- 
lent neutrality allows an image to come forth 
which seems to have been latent. Though mem- 
bers may try to use his first name, try to meet 
with him after class, check up on him in direc- 
tories, and read his publications, in the early 
stages of group development, at least, they do 
not want reality or equality. They seem to want 
what can be provided only by a superior to an 
inferior. They have what Freud called (1921, 
р. 127) ‘an extreme passion for authority’. 
Authority provides a bulwark against vio- 
lence, and there are strong violent and devisive 
trends at work. One of these is the impulse in 
each member toward exclusive access to the 
leader, an impulse which brings him into com- 
petition with each other member. Another, 
only faintly sensed at this early stage, is the 
looming presence of each other as potential 
objects of care, concern, and trust. Strangely, 
this proves to be as threatening as seeing each 
other as competitors. To minimize the frustra- 
tion and fear they feel about being in a group, 
the members try to sabotage the authority 
which brings them together. They seize upon 
what little overt leadership has been offered 
and attack it (though they also complain of the 
leaders not leading enough). For example, no 
matter how non-demanding, sensible, or like 
their own desires is the working agreement, 
and even though they have voluntarily agreed 
to it, they try to jettison it. Specifying atten- 
dance and punctuality arouses their wish to 
be absent or late. They rebel against taking 
minutes by ‘forgetting’ to include meet- 
ing numbers, dates, and other required 


information. 
At this point the leader uses the real or 


fancied power at his disposal simply to prevent 
the group’s dissolution, its committing suicide, 
Following that, he ensures further against 
chaos by striving to turn power into authority 

One way he does this, as Schaar (1963) points 


24-2 
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out in connexion with juvenile gangs and wt 
relationship to society, is to promote е 
ideals. These ideals are composed primarily o 
acommitment to the group as an organic unity 
with boundaries and purpose, within which all 
members are equal in the leader's eyes, and of 
the belief that if one is loyal to these condi- 
tions the group's development will be towards 
more realistic, efficient, and humanitarian 
ways of solving problems (Appelbaum, 1963). 
Ways in which the training Broups struggle 
with the conflicts posed by these ideals wil] be 
described below, but for now I shall draw an 


analogy to this point, with members of the 
national group. 


Ш. Tue ANALOGY 


If it is true that nations of the world re- 


spond as members of a group, and groups have 
a need to establish leadershi 


Seen at variou 
loving, authoritarian and e 
favourites and s 
all. 

Leavingto theologians and Philoso 
question of the existence of God, th 
tion fits in important Tespects the 
gical concept of God, or other 
Deity (Freud, 1928). Evidence of God as the 
implicit leader abounds. His Wishes have been 
held in story, through history, and in theology 
as the cause of man’s fortunes, A recent 
example is Toynbee’s view of history (1948, 

p. 15, n. 5): ‘While civilizations rise and fal] 
and, in falling, give rise to others, some pur- 
poseful enterprise, higher than theirs, may all 
the time be making headway, and, in a divine 
plan, the learning that comes through the 
suffering caused by the failures of Civilization 
may be the sovereign means of progress, In 


Phers the 
is descrip. 
Psycholo- 
fantasied 
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reference to salvation from today's у 
from the East-West conflict, Toynbee Mem 
(1948, p. 28, n. 5), ‘Our cue may still be Pi 
us by the message of Christianity and е on 
higher religions, and the saving уоп 2-6. 
deeds may come from unexpected quar ad 
Obeisance to God’s leadership may be Seon of 
Such customs as prayers before St ® 
Supreme court sessions and political Jes 
Conventions, the *In God We Trust' on н S- 
rencies, and on such documents as the ww 
burg address (we here highly resolve. . - ew 
this nation, under God, shall have a соя 
birth. ..°) and the Declaration of ve ти 
dence (*for the Support of this Declarat! d 
with a firm reliance on the protection 
Divine Providence. , . Js amit 
Just as People in small groups pni 
themselves more fully to leadership en 
times of Stress, nations in emergencies In ity. 
Sify their use of God as a rallying cry for кар? 
is assumed wishes become P reg m 
national Policy, and nations derive hope The 
Confidence from being in His favour. ach 
resultant Paradox, of course, is that E 
nation, though with conflicting policies A is 
locked in mortal combat, feels that Go 
On Its side, " d à 
Atheism as а Cause can be inpr oar 
Variation of thi. Same guiding image of lea the 
ship, the installation of an idea to pu 
eadership function. In organizing themse for 
around Science, Materialism, or нашаа, 
Its own sake avowedly godless people sup T ай 
Опе god with another. Thus, atheistic com ar. 
cal communism (at least in its revolution 
beginning) Proposed in place of God a SY 4 to 
Which was to Perform the functions ar the 
be a leader not only for Russia but for Hit i 
World. Even Such a secular leader am si 
(‘the Filhrerprinzip?) Cast his objective im 
terms of an immortal] leader: the Aryan € 


sae ега" 
10 favouritism Was to be transmitted ge” 


ы 5а 
tion to Beneration for the rule of a thous" 
years, 


;spal 
H w^ 
Unlike the training Broup, the nat ә 
group nourishes the fantasy of supraor ar i 
leadership even Without activity on the P 
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nes iow Powerto prevent dissolution, and 
il. ablish the common ideals of a group lead- 
E "e authority which can eschew power, 
Bis en unwielded, Into this vacuum have 
е9 self-appointed divine surrogates. In 
inl Ive times the king was reputed to be God 
man form, Later, his power became dele- 
Divine o Priests and kings who ruled through 
content a Finally, secular leaders had to 
the Dei themselves for their connexion with 
бй кш frequent public references to 
men "е impeccable reputations as religious 
leaders See URINE the power of such 
Come Е "m has either been weakened, or be- 
Charis; vous dependent upon naked force or 
ma. 

ore members of both the world group and 
sy Wow. group tend to respond to the fan- 
ней cing the favourite of the Leader to the 
р і n of the others, as well as being caught 
44 the rebellious wish to replace Him. 
Promise upon His power, national leaders may 
*qualir His benefits of succorance and 
resist nm But to serve their own ends, they 
tainin 5 teaching, just as the members of the 
Workine group resist the conditions of their 
9 fier насаа: group conflicting wishes lead 
tial ais Onsequences. When the group’s ini- 
le bio to spur the leader to more active 
usa] urs met by his benevolent but firm 

К try € used in this way, some members 
lea, e avour. So there is a haste to help the 
evera] pis. chairs before the meeting, 
Cigar ands quickly offer matches for his 
оре one member displays tractability, 
‘ervey T brightness, another loyalty. An ob- 
lea er infers from surreptitious looks at the 
men While they ostensibly talk to other 
Mari] ers, that they respond to each other pri- 
in, 35 vehicles or pawns. With such little 
tim ment in one another communication at 
bran, ics chaotic as they interrupt, mis- 
Min and, and forget what each other says. 
late, °S prepared for general distribution are 
the’ Padly typed and misleading; and under 
E of being objective interpretations, 
© used to attack. Weak members or 


ta 
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foreigners with heavy accents try to make 
геш heard and understood but are 
: унген aside. А pence offering of candy from 
a frequently provocative and roundly attacked 
member seems to succeed until a determined 
saboteur, with candy untouched, labels the 
effort as hypocritical and the members as 
dupes. 

Members who feel themselves favoured by 
the leader, as a reward for being ‘loyal’ to the 
group, or exceptionally bright or Witty, appear 
superior to the troubles around them. But 
during a momentary peace, when enemies 
seem ready to bury the hatchet, the erstwhile 
favoured ones become dissatisfied, and this 
time they stir up fresh contention. In their self- 
seeking absorption the members are a collec- 
tion of fierce individuals trying, in Freud’s 
words in Totem and Taboo (1913), ‘to achieve 
by private means what is effected in society by 
collective effort’, avoiding ‘the real world. . . 
the institutions created by it...to withdraw 
from the community of тап’. 

As egocentric absorption continues to be 
frustrating, group members look for what can 
be done with the social reality around them. 
They carry within them a repertoire of emo- 
tionally charged experiences with groups. Be- 
ginning with the family, these extend through 
childhood gangs and adult clubs, are ab- 
stracted into ideals of responsibility for others, 
and culminate in the fantasy of the return to 
the family of the Father in heaven. Can satis- 
faction be found by surrounding oneself with a 
group of his own choosing, fellow-members 
united in comforting proof of one's rightness ? 
To achieve this, differences must be effaced, so 
the group dissolves, into sub-units in which 
hitherto overlooked similarities suddenly 
achieve patriotic importance: boys v. girls, 
X hospital v. Y hospital, those who think the 
group is teaching them a great deal and those 
who find it disappointing. The sub-units have 
come together into alliances and ententes, 
thereby achieving a developmental step 
achieved also by nations of the world. Though 
duels and gang fights are superseded by com- 
plex, organized, and rationalized competitive 
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systems, the major purpose is for individual 
dizement rather than general welfare. 
bcc for the formation of these alliances 
А shallow indeed as members shift from 
ee another alliance in swift realignment 
efl сү and perceived similarities. The old 
Жагы of psychologists v. social Workers 
soon sight each other over opposing trenches 
on some other issues, such as whether or notto 
postpone a meeting. It seems that one can 
always find reason to make common cause or 


to disagree. If the dynamic scheme of things 


ence per- 
how arti- 
the puta- 
To what 
» ideological 
in the service 
ents? 

le primarily 
Outside enemy’, 
Who is an *out- 
ucing among 
the Scapegoat 
thers, Strachey 


enon in instinc- 
“Much of the amount of libido 
up member expends upon his 


attachments to his leader and fellow members 
is got by withdrawing į 


this phenom 


extreme intole 


m toward thos 
main outside it became the j 


quence.’ And ‘the dream 
dominion called for anti-semitism as its com- 
plement; and it is intelligible that the attempt 
to establish a new, communist Civilization in 
Russia should find its psychological support 
in the persecution of the bourgeois’. In view 
of the subsequent shift in the Russian view of 
evil from the bourgeois to the West, we recog- 


rance on 
e who re- 
nevitable conse- 
of a German world 
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nize the correctness of Freud’s (1930) eor 
tion: *One only wonders, with eae й 
the Soviets will do after they have wipe 

ir bourgeois.’ ides 
e crm of the outside enemy r sea 
one explanation of the kaleidoscopic xi Се 
in Allied attitudes toward Russia va Bol- 
many within half a generation. HE 
shevism as the common enemy after. dr 
War I, the Allies were quick to forgive iid 
erstwhile * butchers of Belgium prs 
to fritter away opportunities to e cenit 
despite his clearly stated ambition to c mon 
the Allied nations. As late as 1938, Russi hich 
not invited to the Munich veces, Mee 
turned the resources of Czechoslovakia gos 
to the Nazis. Russia, unwilling to ru (he 
being the scapegoat, declared herself - pact 
World group through her Fins i group 
with Germany, thus breaking the wor yp out- 
into two new groups, each with its ov o an 
side enemy, and within a year Frane with 
England were in battle against Hiter, then 
the latter’s thrust at the Soviets, Russia with 
became a member of the Allied grouP ethe 
Germany the outside enemy. The ae that 
bearded bomb-thrower was replaced 1 an 
of the heroic Russians of Stalingra els 0 
Mission to Moscow days, until on tho P agi 
Victory in World War II the dynamics е 
to shift anew. The erstwhile practitione 
Genocide became the ‘freedom-loving 
Germans, Russia, now too powerful 
merely a Scapegoat, became the maa uid 
&onist, the leader of its own alliance. € 
this pattern further, one could predict res 
ency toward unity between the P 


me 
East-West factions should China PMartians 
feared threat to both.* Or, if the M nd 
Should announ 


3 e 
GN" > va 
ce their intention to inva pot 


to 
anta" 


ent 
a 


Conquer all the Nations of the world, Wo atsi m 
all factions unite against the new ° 
enemy? tly у 

One Wonders if in this i wet w 
exorably repetitious system, there is TOO" jd 
learning and chan 


* This paper was written in 1962. 
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Seem to lie in the experience of unity within the 
alliances. Since emnity to the out-group pro- 
duces cohesion of the in-group, there is an 
Opportunity for fresh experiences with the 
advantages of working together. At the stage 
In the training group which seems to corres- 
Pond with present world developments, 
Moments occur when it seems that the warring 
members know that other ways of behaving 
are possible and profitable, and the experiences 
Within the cliques seem transferable to other 
People as well. There are glimpses of com- 
Passion and concern—someone volunteers to 
Send minutes to an absent member, a weaker 
Member is encouraged to express himself, a 
distressed one is offered advice and sympathy 
"апі there are people listening with a 
Benuine desire to understand the points of 
“lew and feelings of others. Coincidental with 
“ese changes the group seems to become 
Stronger, as can be seen in their making various 
Seisions— for example to change a meeting 
ur. These seem now to fall naturally within 
= Sroup's purview rather than being the 
UN prerogative, and are made by mem- 
^ 5 with increasingly less confusion and 
‘timony, 
vs this point, the direct analogy between 
Velo ng group development and world de- 
Pment draws to a close. As conceived in 
er group dynamic terms, the national 
ln now at the stage ofa shifting flux of 
Place in each member vying for his own 
Ward n the sun, but with signs of groping to- 
Bac Shift from self-absorption to invest- 
the à n a world community. To the extent that 
іу, nalogy holds true, further developments 
for йип group may offer suggestions 
Roy Ouraging development in the national 


t 
1 


dent Continued confrontation of the ten- 
fing 4 toward forming cliques the struggle to 
йел appropriate distance from each other 
Won Ше. The advantages of closeness brings 
miss members the threats of closeness—ad- 
Phang. п of need, exposure of tender feelings, 
Bivin asied depletion of the self through 

: Members are caught between opposing 
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wishes—to join and construct, orto remain un- 
involved and destroy. *A good part of the 
struggle of mankind centres around the single 
task of finding an expedient accommodation 
- . between the claims of the individual and 
the claims of the group (Freud, 1930). 

So threatening is the feeling of encroach- 
ment that the group renews attempts at its 
destruction—lateness, absence, horseplay, re- 
maining silent, attempting to drive others out 
of the group. The tendency of groups toward 
dissolution under the pressure of the chal- 
lenge toward greater human awareness and 
closeness is a gloomy finding in view of the 
national group's ready access to means of uni- 
versal destruction. Destructive trends give 
way to bursts of denial which are themselves 
potentially destructive since they obscure the 
forces at work. Members bring coffee to the 
meetings and ina spirit of camaraderie attempt 
to overlook their differences. Or, they may 
offer increasingly personal information and 
claim therapeutic advantages, attempting to 
turn the training group into a psychotherapy 
group. 

The usually long and dangerous process of 
accommodation can, however, be shortened 
by recourse to the device of the outside enemy. 
Used initially to form cliques, it can be used 
to form a single group as well. Members' com- 
plaints that they are too different to have com- 
mon cause fall a way as they realize they have 
the common problem of the leader. He is not 
only the frustrator of their attempts to wrest 
individual glories and to escape each other, 
but he is the one person who is not a member 
of their group. 

Strong members have previously attacked 
the leader by attempting to force him to 
answer questions and to solve problems, or by 
usurping his duties such as turning on the 
lights, closing the door, starting the meeting. 
But these campaigns faltered. Sometimes other 
members defended the leader. Sometimes, 
with an apparently clear field, the attacker in- 
explicably lost heart. Or, he recoiled when he 
recognized that the rest of the group, while 
perhaps admiring his intrepidity, drew a line 
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beyond which his boldness drew their ani- 
mosity. They might egg him on up to a point, 
but they then showed their hope that the 
leader would cut him down to their size. Just 
as with the parricidal brothers of Totem and 
Taboo (Freud, 1913), it seemed that rebellion 
against the leader could only be successful if 
all members were involved. M 
As the group reaches unanimity in its chal- 
lenge to the leader, he begins to find it difficult 
to get a word in, as he is interrupted, ignored, 
and sees chairs turned from him. He notices his 
» hears meta- 
fficers and in- 
as allegations of 
academic degree 


Tevolt, another 
» and so it g 


ist, however, and if the 
group develops and mat 


just as inexorable as th 
seems to be. This solutio 
tion of wishes to be t 


wishes to replace the leader with one's Self. To 


ves and the 
place of their envy 


* For amplification of this phenomenon see 


Appelbaum (1966). 
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and anger. Just as members of a ШЕ 
wear the skin or teeth of their totem ie 
members pass around, under the smoke mie 
leader's cigar, a box of cigars. The dni 
stands for the taking into themselves Б «tial 
part of the leader which is strong, Impe: iub 
and devoted to each member as he conti ees 
à part to the superordinate whole. As i [о 
original family, the most effective solutio this 
conflict is identification. Strengthened p E 
fashion, one group, toward the end o ie 
Meetings, was able to meet without ШЕ 
leader ‘as a smoothly functioning unit (in hee 
Words of their note-taker). During this pune 
members suggested that the leader MIET 
there ‘in spirit’, and they likened р 
to ‘disciples of Christ’, While they held i 
meeting in a tavern, and oral nen 
groups may be a resistance by way of m 
this instance seemed an exception. - d 
Worked hard at understanding their gri 
ences—for example, deciding to take ane 
offering to each other what each felt sn 
learned. As Teported in their minutes, cross 
was no bickering or argument, and no ating i 
Words were expressed... -nosilences or spli tion | 
of the group into factions, . age” 
Was excellent and, despite the noisy Ёё 


< in pel 
Bround, there were few, if any, errors in P 
ception,’ 


minutes th 
by an 
Ship’, 


maintain its integrity, one 
Tespect, and affection for tua 
Order to perform work for mu t 
870ир is able to recognize an 


a 


4L that 
longera projected evil Ў 


ized P 
My—but an internalize pat 
Pose. The Stoup has а new ‘leader’, and " 


: u 
leader is work—the Teon for tE grin ; 
coming together, But ina manner of spe? 


no 
1S, an Outside ene 
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-n Each man attacks his own evil: 
ngineer a construction problem; the 
ean defacers of the countryside; the 
toe rire last year's "figures ; the indolent, 
us i For explicit work groups evil is 
P die > or therapy groups it is ‘illness’, for 
Kyrle r^ groups it is ignorance (see Money- 
(1969, 50). As pointed out by Arsenian 
Кош. b Aggressión which can be extricated 
dum р aim of devisiveness, and shifted in 
» becomes a principal source of work. 


IV. CONCLUSIONS 

mi scientific task of making observations, 
tew a Currents of thought, turning glances in 
рісін rections, often carries with it the im- 
hal E of practical application. Ordi- 
cular Р еч аге made by experts in the parti- 
Scientist, ^ of application rather than the 
беште n now venturing briefly into the field 
Self to "" events Ihave the temerity to go my- 
credent Оер land, without the passport of 
sufficienti and bearing recommendations in- 
Us de y new to galvanize a hearing. lam 
Min] end on the tolerance of this Jand's 
RN gia its statesmen and politicians. 
io, ution, equivalent to suicide in the 
E eee ee is avoided through the power 
or the er. Thereby the opportunity is gained 
and un to replace power with authority 
Cene v; che etu Since on the world 
"ái ar has become dangerously impractical 
Potential « of dissolving political impasse, a 
for a a suicide, the cry has become louder 
al, ea to ‘power politics’ (Millis et 
^e ). To the extent that credence can be 
He m the analogy suggested here, the 
Conclusi group too requires a leader. In this 
Others eni the analogy is joined by many 
(1962) from many vantage points. Boulding 
Бо; is one example: ‘The great course of 
ty {tical evolution, from the family to the 
° E to the nation to the super power, finally, 
birth Opes, to the world government now in its 
Org, pangs is testimony to the ability of human 


wi?hization to extend conflict control to 


*r and wider areas. It is hardly too much to 


її 


ta 
of 
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say that conflict control is government, and 
though government has broader functions 
than this, conflict control is perhaps its most 
important single task—the one thing which it 
must perform or cease to be government.’ 

As the power of the leader in the training 
group was derived in some measure from his 
potential as a solver of problems, so there lies a 
potential for such power on the world scene. 
to solve short-range world problems such as 
local disasters, and long-range ones such as 
overpopulation, territorial disputes, and dis- 
tribution of goods and services. The actual 
power of the training group leader as an ad- 
ministrator finds its opposite number on the 
world scene in a police force. Phantasied 
powers as both harsh avenger and distributor 
of bounty, along with the solving of problems 
in reality, would perhaps be as sufficient in the 
world group of nations, as it was in the train- 
ing group, to maintain order without recourse 
to naked force. Especially might this be so 
should there be no doubt of the leader’s 
willingness to use all the means at his disposal 
to guarantee the integrity of the whole and the 
equality of the parts. 

To what extent is the U.N. (and was its 
predecessor, the League of Nations) such an 
attempt at world leadership? As a solver of 
problems it has shown itself of value in such 
areas as health, education, and disaster relief. 
In the process, nations have had a taste of the 
advantages of working together. At the same 
time they have been able to check with reality 
their usually distorted phantasies and stereo- 
types. It provides a face-saving escape hatch 
at those times when contestants have mancu- 
vered themselves into an impasse, or gone 
beyond their ability to control their own 
destinies, thus providing concrete experience 
with the advantages of recourse to a neutral 
party. Most important of all, perhaps, the 
U.N. provides a ground-breaking way toward 
the new concept in world affairs of an over- 
riding agency which is not imposed solely by 
one of its own members. This is, in fact, the 
only such concept in world history except for 
that of God. 
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Yet if one holds the training group as his 
model, the U.N., at least as thus far consti- 
tuted, fails to conform to it in important 
respects. It excludes some members and is 
sometimes unconvincing as to its Impartiality, 
It lacks a working agreement, that is, a body 
of world law to which all members agree in all 
particulars. Its machinery is geared more to 
maintenance of and accommodation to the 
status quo than to elimination of fi undamental 
sources of strife in economic, political, and 
social inequities. Such Conditions offer en- 
couragement for self-seekin gna 
their ends individually. For e 
be plausible to think of the Am 
join the League of Nations as 

ventionist rather than isolat 

strong, healthy adolescent 
powers, the United States may 


tions to pursue 
xample, it may 
erican refusal to 
ina Way inter- 
lonist, As the 


another, and a single 
all—that is the situati 
in groups which are capable of subsi 


, has always prac- 
tised. One can conclude that nations Tepress, 


ivoid, and deny, or Otherwise render in- 
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accessible, information they wish to pr 
just as people do. A direct translation of t n) 
clinical point of view to the U.N. TORE 
ina description of a compromise гш, 
symptom: the wish for unity and pes à 
finds expression in conjunction with a bui = 
Prohibition against its fulfilment. A sympto : 
of course, can be considered as performing И 
useful function, and in some situations is y 
quired for the maintenance of equilibrium. 


; А " ing a - 
major danger is of the symptom’s becoming 


crippling configuration which absorbs м 
able energy and encourages the overloo ws 
ofsuitable alternatives. Supporters orn 
defeating states of affairs, as Glover (1 ifist 
Points out in connexion with the Ee ihe 
movement, thus create the paradox that a 
Most idealistic and devoted adherents EH 
cause unwittingly can contribute to the ане! 
tenance of the evil against which they ght 
dedicated, One now hears that the U.N. a 
not be supported because it has failed to = 
the peace in one place or another, or invo e 
itself in Situations it cannot control. The "i 
effect is to encourage disillusionment and ty- 
turn to reliance on national iom 4 
Rather, the U.N.isa Step in the right run a 
but one which does not go far enough to ize 
Suitable test of the advantages of central 
leadership, 15100 
„Tf one decides the Price fora symptom В, 
high, what are the alternatives? One p 
Glover (1946) Suggests in his call for a ‘t° 


: ion О 
sand year plan aimed at the resolution ' 
conscious cong: 


ace 
come bound in it. In de 
forces both he and os 
(1957) are Pessimistic about the possibilite” 
& a world state. 
inue the clinical analogy» te 
in the face of unregener?^ "of 


Soon achievin ate 
wer 


a © Psychological treatme™ | 
patients cannot contro] themselves: ives? 
end toward y Modulated expression 0 C^ ine 
It is cust агу to assert the power о apy’ 
Psychiatric hospital, Within psychother 


“ыа 


An application of group psychology to international relations 


too, a Variety of supportive measures may be 
brought in to assert control as necessary. These 
Measures are designed to maintain the inte- 
Suity of the human unit thereby making it 
Possible to attempt to solve conflicts in the 
future, or even one day to change the nature of 
the man. To judge from the model of the 
training group one might ideally look forward 
to à time when sufficient internalization of 
Control on the part of members lessens the 
DA i external control on the part of the 
isis He may eventually become merely a 
“CKstop in case of temporary regression, or 
Perhaps wither on the vine as a cultural trans- 
rmation of man is achieved. But for the 
moment à world in great danger seems to re- 
Quire a kind of directed leadership which it has 
see had before. In short it needs a super- 
ate agency with police power. 

"s ias be acknowledged that if these pre- 
ut could be put into practice, the prob- 
im Haie already be well on the way to solu- 
lior nthat sense they are as much goals, orat 
is т dota goals, as recommendations. 
tone to the point of establishing optimal 
Staggering for peace and development is the 
ати а challenge of our time. How can one 
sis Ü ss 1 such drastic reorganization of 
action as would be necessary to put into 
Way я plan derived from this analogy ? One 
commu у fiat, a method now favoured by some 
ee Dist countries: a new organization of 
айе, in presented and people are required to 
i emselves to it. As Freud (1932) noted, 
niei 200 as it may sound, it must be ad- 
ва at war might be a far from inappro- 
eign с of establishing the eagerly desired 
Positio everlasting peace, since it is in a 
ea create the large units within which a 
ars tu central government makes further 
Uiciq Impossible.” Owing, however, to the 
is al nature of the present means of war, 
Option would seem to have been used-up 

is eend of the pre-nuclear age. Another way 
snp, Shock effect. If a nuclear disaster of 
al Clent gravity to breach the world's pre- 
эы; denial of such an eventuality should 
Чг (yet insufficiently widespread to im- 
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mobilize society), there might ensue a push 
born of desperation toward a fresh approach 
to the problem of peace. Or, one can pin his 
hopes on education and evolution, dependent 
ona series of holding actions in a race against 
time. 

The burgeoning U.N. administrative staff 
seems, perhaps inadvertently, a step towardthe 
Platonic notion of a cadre trained specifically 
to govern, a suggestion also set forth by Freud 
(1932). It may one day be in a position to take 
advantage of the fact that as some institutions 
grow they tend to perpetuate and expand upon 
the reasons for which they were originally 
created. 

By whatever instrumentalities success is to 
be achieved, world members have at their dis- 
posal what group members have—life-preser- 
ving and affirmative drives, the potential for 
shifting from the pleasure principle to the 
reality principle and submitting to ‘the 
dictatorship of reason’, and the fact that ‘war 
is in the crassest opposition to the psychical 
attitude imposed on us by the cultural process, 
and for that reason we are bound to rebel 
against it; we simply cannot any longer put 
up with it" (Freud, 1932). 

Perhaps it is symbolic of an erosion of dif- 
ferences around a common goal that Freud 
and Toynbee, approaching the problem from 
vastly different directions, echo one another's 
conclusions: *Wars will only be prevented 
with certainty if mankind unites in setting up 
a central authority to which the right of giving 
judgement upon all conflicts of interest shall 
be handed over’ (Freud, 1932). ' ...I believe it is 
a foregone conclusion that the world is in any 
event going to be unified politically in the near 
future. . . I think the big and really formidable 
political issue today is, not whether the world 
is soon going to be unified politically, but in 
which of the two alternative possible Ways this 
rapid unification is going to come about. - 
one great surviving power who imposes peace 
on the world by conquest...or a new experi- 
ment in co-operative government of the 
world’ (Toynbee, 1948). 
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The Psychoanalytic Study of the Child. Vou. 
Хх. (Pp. 490. $ 10.00.) New York: Inter- 
national Universities Press, 1967. 


It is one of the distinguishing marks of the 
twentieth century that a great amount of scientific 
enquiry is being made on the development and 
functioning of the human psyche. The annual 
appearance of the Psychoanalytic Study of the 
Child is an index of this in one area. One can see 
the amount of patient observation and endeavour 
that goes to the making of this annual, and gets 
Some idea of the body of literature that is being 
built up really very rapidly on a subject of vital 
Importance to the human race. 

This annual, of which the present volume is the 
twenty-first issue, contains a short account of the 
history of child analysis by Anna Freud. Child 
analysis started under fifty years ago, and it is 

rom this source that the stimulus to study the 
developing psyche has come. Anna Freud has been 
associated with this work from the very start, since 
1 Sprang from the researches of her father, and is 
Uniquely well-informed of its developments. As 

ell as being historian she is of course herself a 
Most distinguished practitioner in the field. Her 
desire to systematize findings and to clarify con- 

€pts has found expression in her work on Dia- 
Bostic Profiles by which knowledge may be trans- 
mitted to workers in the future. Two Diagnostic 
soles appear in this volume, one a ‘Diagnostic 

Ofile of Psychopathology in a latency child’ 
d sites Meers) and one by Ruth Thomas ег al. 

ich an application of the Profile is made to 
ork on psychotic children. These papers will be 
Special interest to research workers. 

ix her short article on the *History of child 

"a ysis’, Anna Freud writes of psychoanalysis as 
eru to use for exploration, a theory in need of 
ap .ny and a body of knowledge capable of 
t pl ‘cation to a wide number of needs. An illus- 

Чоп of such a use of psychoanalysis is supplied 
pro, Paper on ‘Sleep and its disturbances ap- 
1 i ached developmentally’ by Humberto Nagera. 

5 also an example of the team research carried 
eu at the Hampstead Course and Child Therapy 

Dic. The research is summarized and integrated 


into the paper for which the author is solely re- 
sponsible. Long continued observations have been 
made and charted at the Clinic. It is a fascinating 
piece of work. The developmental approach is 
sustained throughout and the infant's life is di- 
vided into various short periods. The changing 
pattern of sleep is an indication of the rapid growth 
of the nervous system and the infant becomes more 
susceptible to environmental factors. Although it 
is realized that the central nervous system is a far 
from fully developed organ at birth, it is sometimes 

forgotten that it is not until the end of thesecond 

year of life that its maturation is commensurate 

with that of other mammals at birth. It would be 

Inappropriate in a review to mention all the in- 

teresting points raised by this paper but it can 

be heartily recommended to all who wish to 

understand and refine the concepts by which they 

work. 

Selma Fraiberg's paper on ‘Further considera- 
tions of the role of transference in latency’ is 
thought-provoking in that she considers the modi- 
fications in her own technique that have appeared 
as time went on. Marvin Ack describes a case of 
developmental retardation with a very good thera- 
peutic result. His analysis of the reasons for the 
good result are subtle and indicate that progress 
in the understanding of normal development is 
being made. 

Another educative paper is that on ‘Object loss 
and mourning in adolescence' by Moses Laufer. 
Case material from the treatment of an adolescent 
boy whose mother died suddenly is used. This 
paper is very clearly written and discusses the 
various ways in which the reaction to object loss 
may interfere with the developmental task of 
adolescence—the detachment from the oedipal 
object. The types of defence available to the indi- 
vidual, the ability to regress and the quality of the 
attachment are dealt with. This paper should be 
read in conjunction with Martha Wolfenstein's 
entitled ‘Is mourning possible?’ 

It is a pleasant task to read the twenty papers in 
the volume and one is struck by the great variety of 
work done by the application of the psychoanalytic 
method. Lili Peller in her paper on Freud's con- 
tribution to language theory states that ‘The 
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function of language that interested Freud was the 
added consciousness (awareness) it could bestow 
on mental acts...' This development of the 
language tool is being used and lays bare that need 
of parental wisdom (mentioned in the volume) on 


which the future depends. fies 


An Inquiry into the Foundations of Psychology, 
By PER SAUGSTAD. (Pp. 104. 18s. 6d.) Lon- 
don: Allen and Unwin. 1967. 
In this book Dr Saugstad dia 

psychology, prescribes his remedy and administers 

it without remorse. The diagnosis is constipation, 

The prescription (a good stiff dose of Science) is 

purgative. The effect is drastic, 
Dr Saugstad begins by remindin 
thically as it were, of the distinct 


noses modern 


gus, homeopa- 
lon between an 


and the patient may die, 

Dr Saugstad, however, 
possibility. Psychology m 
of literally everything th 
sense scientific. Phenom 
first. They concentrate 


‚һе insists, 
at is not in the Strictest 


enologists are eliminated 
on experiences, then com- 
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pound this error by treating their concepts 7 
they were observations. Behaviourists are “шр 
ted next. They concentrate on responses but peo 
these observations as if they were ey e 
Even the Psychophysicists are кишней, ed 
cause they confuse experiences with sets O бы 
Sponses. Whole schools of psychology, and ТОР 
Principals, аге eliminated. Ош goes Wundt, u- 
man, Wertheimer, Thorndike, Pavlov, rri 
Ponty, Koffka, e; al. It is unfortunate that ba 
Grand Expulsion from the Temple of ime 
leaves no psychologist behind—except ез 
Saugstad himself. (It is true that Fechner, qe 
holtz and Mach are allowed to remain, but t 
are essentially physicists and mathematicians) 
Dr Saugstad’s central thesis, and he mainta is 
it Stoutly, is that the proper work of aman n 
the experimental confirmation of concepts jons. 
are scientifically defined in terms ohne ex- 
He maintains his thesis although the requirec ly 
periments are, on his own admission, luces 
difficult to set up. And even if they could be а оп 
Psychology would then have to turn its pet 
many important aspects of human i aque as 
and perhaps the most interesting aspects S these 
affect, curiosity, play, exploration, etc. tad’s 
could not be Studied at all in Dr in ae 
rigorously defined experimental ӨЕ awe 
Presumably they would have to be Low 
from Psychology as ‘not proper objects 


am Я ith 4 
Scientific Study. This would be purging W! 
Vengeance, "hc 

The word ‘purge’ i perhaps unfortunate 
Tequires 


Jace 
Psychology to be sick in the first Plat 


Psychology May not be sick, however: it may 


ow 
merely youthful, If so, Dr Saugstad’s purge ia put 
chan Бе psych е 


i Ology not into a scientific won 


Е 
nto a gutless one, iid 


js 
me 
and well-produced ee jon?! 


eration for Mental Health hs nad 
© reports cover Such a wide field that x (th? 
to be arranged in three companion volun’ ngi” 
‘Wo others are entitled Mental Health ina С" 
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World and Mental Health in the Service of the 
Community), 

The present volume itself casts its net very wide 

and takes in problems of urbanization, in- 
dustrialization, migration, mental health in 
Schools and universities, mental health problems 
' developing countries, those connected with the 
Use of mass media and international tensions and 
Many more cognate problems of the contemporary 
Scene, Apart from all that, thorough consideration 
'S given to basic concepts of and professional 
training in mental health as well as to public 
education for mental health. 
_ The use of the phrase *contemporary thought’ 
'N the title is somewhat misleading, because one 
Would think of cultural trends and ideologies 
Coming under this term whereas it aims at pre- 
Valent attitudes towards mental health. 

The claim, made now and then in the text, that 
We are moving towards a ‘science’ of mental 
health must give rise to some doubt, because the 

Ody of knowledge in this field can hardly claim 
the status ofa science. However, the body of know- 
ledge already available in the field of mental health 
355 50 imposing and important that one gains the 
Conviction that the traditional teaching of psych- 
‘try and medical psychology leaves out a great 
amount of what is of utmost importance for their 
Practice in the social field. This state of affairs calls 

9r some reform in teaching and training. As far 
as medical students are concerned, a course on 
Mental hygiene or mental health problems should 
Appear at опе stage of the curriculum as it already 

Oes in certain European countries (e.g. in Switzer- 
апа), Nor would it be wrong to add such a course 
to the Study of psychology or the behavioural 
Sciences. 

Quite rightly the emphasis on the psycho- 
pacte roots of human behaviour and even on 

‚ Partly unconscious motivation with all its im- 

lications for mental health goes like a thread 

Ough the whole book. 
so Students and workers in many fields, including 
x Work, will read the volume with great ad- 
he BE because it putsthe finger onmany practical 
tess and is highly informative without being 
"Chnical. The addition of a comprehensive 
erence section containing over 700 items classi- 
according to fields and problems cannot be 
a *r-rated in its practical value and will be appre- 

ated by the diligent reader. 

STEPHEN KRAUSS 
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The Role of Psychiatry in Medical Education: 
An appraisal and a Forecast. By Sipney L. 
WERKMAN. (Pp. 187. 38s.) Harvard Uni- 
versity Press; London, Oxford University 
Press. 1966. 

The form, content, quality, techniques and aims 
of psychiatric teaching differ widely through the 
medical schools of the world or even, it is sus- 
pected, of any one country. In the United King- 
dom a Royal Commission is currently considering 
the curriculum of medical teaching, and a re- 
examination of the teaching of psychiatry is 
particularly apposite now. Dr Werkman writes 
from Harvard and is concerned primarily with 
patterns of medical and psychiatric education in 
the United States, but it is often peculiarly re- 
vealing to view an object or a problem from a 
slightly unfamiliar angle. Dr Werkman's book is 
specifically directed to the place of psychiatry in 
the medical undergraduate's curriculum, first in a 
survey of the divergencies of current practice, 
then in the framing of an ‘ideal’ curriculum. 

His critical examination of traditional courses 
in psychiatry raises points that are disturbingly 
relevant to our own position. * While biochemistry 
and anatomy are taught with precision, enormous 
detail, and a great number of references to re- 
search, dynamic psychiatry is presented as a 
group of unsubstantiated hypotheses meant to 
order the understanding of the functioning of the 
human mind...Psychiatrists sometimes attempt 
to present work in genetics and biochemistry, but 
often fail in their purpose by offering inaccurate 
descriptions of research in these fields. Students 
are close to precise, exhaustive data in both sub- 
jects and criticize the psychiatrist who is not well 
informed about them.’ In the later clinical part 
of the course the theoretical orientation of the 
teacher may differ widely from that of his pre- 
clinical predecessor. The undergraduate's clinical 
contacts with patients are commonly brief, giving 
perhaps an immediate impression, not the view ofa 
continuing development either of illness or of 
recovery under treatment. The interpersonal 
relationship with the patient remains the subject of 
a lecture or demonstration rather than a practical 
experience, and its preconscious and unconscious 
ambivalences 80 unrecognized, denied or resented, 
Diagnoses, Symptom-patterns, treatment methods 
drug doses and side-effects can still be matters for 


rote learning and mnemonics even in this most 
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humane of medical disciplines. Minor modifica- 
tions of the traditional curriculum includin 

tentative approaches to integrated teaching, as in 
child observation and family study courses, and 
‘correlation seminars’ and the still rare psycho- 
physiology projects are still brief and can give only 
inadequate foretastes of the range of problems in 
later practice. Major changes in the medical 


instance, 
Reserve University Specificall 


importance 


both as therapy and as insight-giving experience 


for humane medical practice, 
To the reader of this book it must s 


» at the risk of maki 
an exotic optional 


counselling рг 


term hosp 
medica] а, 
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Children of Sick Parents: An Bivio 
and Psychiatric Study. By MICHAEL наг 
(Pp. 146. 45s.) Maudsley Monograph no. 16. 
London: Oxford University Press. 1966. 


This book sets out to consider the eir 
children of the illness, mental and physical, P lod 
Parents. It also looks at the consequences ud of 
of parents through death. It is based on a sae fe 
the children seen for the first time in the Mau years 
Hospital Children’s Department in the two ee 
1955 and 1959. From among these a group © bee 
‘disturbed’ children with ‘neurotic and hil- 
haviour disorders’ was identified. Psychotic pei 
dren were excluded for reasons which "hildren 
entirely clear, but they numbered only 36. Chi Шу» 
found to have ‘no psychiatric CÓ nce) 
mental deficiency without behaviour distur ie 
epilepsy ‘without a non-epileptic Sud 
Order' oran Organic illness made up another ae : 
of 147 “non-disturbed? children. The e el 
B'OUp was compared with control RIVE gne 
dental and paediatric departments, and bed’ 
parisons were also made between the ‘distur 
and ‘non-disturbed’ groups. ent 

© author examines the incidence of par s 0 
illness of various types in the different gr oe 
children Studied, the incidence of Joss of a ра vho 
through death, the characteristics af chidren ig 
have been bereaved or have sick parents an rder 
relationship between illness in parent and a is 
a eld. Thetookie nacleed wae teats mud ia 
also a Very comprehensive review of the cipia" 
Televant to each of the fields studied. It is а on 
Important work which should be read me hose 
by those who Work with children, but also ШУ who 
Who treat adults who have children and by а! rally- 
Teva SK Phelpng obese in 
It will come aS ПО surprise to those WO” 


А еп 

M p chiatry and child guidance depar nce 
at Dr Rutter fi ioural dis 

in the chia 1145 that behaviour ere ar 


Р Most likely to occur when *- jn the 
v8 Standing abnormalities of personality is, і 
© general finding that ar wee? 
> а demonstrable je af je 
Е Its Conse, uences) in parents 5^ on 
behaviour Of their dudes accords per jn 
ews of t ol :atric 150: 
: о, Tic 
childhoog, SY St dtes dy, і? 
1 Тһеге are of course limitations to this a of 
Cluding those inherent in the retrospectivo = T» 
"ig collected by other and varied моё 
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author himself also points out that ‘statistical 
associations can never prove a causal relation- 
Ship.’ Nevertheless the existence of certain 
associations has been demonstrated and thus the 
Need to investigate these further is clear. It is 
rather astonishing that, despite all that has been 
said about the effect on children of broken homes 
and loss of parents, the author could find no pre- 
Vlous systematic study of rates of bereavement 
among child psychiatric patients. All of us working 
1n the field of child psychiatry should surely take 
note of this and consider whether we can justify 

cing so busy treating children that we cannot 

Nd time even to collect such basic data. Bereave- 
ent rates in our patients, for example, should not 
be all that difficult to ascertain. 

This book will be a valuable source of reference 
for all workers in the field it covers. In addition the 
Author's conclusion that ‘detailed attention should 
be paid routinely to the impact of psychiatric or 
chronic physical illness in the family’ is amply 
"üpported by the data given. The way is also 
Pointed to much further research to clarify the 
Significance of the associations discovered. 


PHILIP BARKER 


stitution and Outcome: A Comparative Study 
of Psychiatric Hospitals. Pp. 197. 50s. By 
L. P. ULLMAN. Oxford: Pergamon. 1967. 


The core of this book is the description of a 
Teful study designed to test the hypotheses that 
tig, Size and Staffing ratios of Veterans Administra- 
n psychiatric hospitals would each be related 

© indices of outcome, such as length of stay and 
TOspect of Staying for two years or more. The 
YPotheses were indeed confirmed but it was also 
wn that other factors, such as a relatively high 
ee budget Spent on administration, a high 
jp s of applications for admission and the 
im, "Ce Of an active family care programme were 
é portant intervening variables, so far as size was 
cerned; in fact size alone did not contribute 
thing Once they had been taken into account. 

Wey С economic implications of these findings are 
Star discussed, What is less acceptable is the 


са 


Way 116 assumption that length of stay is in any 
Thy, SIBüificant as a measure of severity of illness. 
On] Sis overwhelming evidence against this. Not 
dei, ете many long-stay patients unnecessarily 

"ned in hospital in the old days, but many 
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severely ill patients are now being discharged after 
à very brief stay. Indeed, many British hospitals 
are down to what must surely be the mini- 
mum stay but they cannot all be regarded as of 
equal quality. Gruenberg found, in an experi- 
mental study, that a small and highly staffed 
institution increased the length of stay compared 
with a state mental hospital. Oram and Knowles 
demonstrated, as the author has done, that pres- 
sure for admission reduces recruitment to long- 
Stay status, and there are numerous other studies 
to show that the presence of alternative facilities, 
or a simple change in attitude on the part of doc- 
tors, can result in rapid changes in length of stay, 
or sudden discharge of long-stay patients, 

While the author restricts himself to admini- 
strative or financial problems he is on fairly sure 
ground and will have given the У.А, authorities 
something to think about. When he generalizes 
about the effect of his various indices on mor- 
bidity, he becomes prosy and Over-theortical, and 
is inclined to throw caution to the winds. 


J. K. WING 


Psychotherapeutisch-psychiatrisches Seminar. 
By Professor WALTER SCHULTE, M.D., 
Director of the University Clinic for Ner- 
vous Diseases at Tübingen. (Pp. 80. 
DM 9.80.) Stuttgart: George Thieme Ver- 
lag, 1967. 


This is a series of lectures presented for dis- 
cussion at a postgraduate congress. The author 
favours an approach which is person- and crisis- 
centred rather than concerned mainly with the 
presenting neurotic or psychosomatic syndrome. 
He illustrates his approach by reference to cases of 
rheumatism. He discusses the problem of training 
in psychotherapy and advocates Balint's method 
of training in groups. Among the subjects dis- 
cussed are the abuse of psychotherapy by the 
patient, anorexia nervosa, enuresis, psycho- 
therapy in the elderly and the ending of psycho- 
therapy. He sees the main problem of present-day 
psychiatry in a judicious integration of psycho- 
genic with biological orientation, He advocates 
consideration of the ‘existential’ aspects of the 
patient's crisis. By this he means what in the An glo- 
American literature used to be called the life 
situation. He does not, however, neglect the his. 
torical aspects and the symbolic Significance of 
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neurotic and of some psychosomatic symptoms. 
The material is lucidly presented and no doubt 
helped the largely non-psychiatric audience to- 
wards an appreciation of psychological factors in 
the causation of illness and of the role of psycho- 


therapy in medical practice. E. STENGEL 


Das exogene paranoid-halluzinatorische Syn- 
drom. By U. Н. Peters. (Pp. 106. Basle: S. 
Karger, 1967. 


This monograph demonstrates that there are 
still quite a number of clinical problems in 
psychiatry which need to be re-examined. It has 
been known for many years that paranoid 
psychoses resembling schizophrenia can be pro- 
duced by coarse brain disease, These psychoses 
differ from organic hallucinosis in that there are 
paranoid delusions which are not secondary to the 
hallucinatory voices, Peters calls this condition 


he literature On schizo- 
es, 
FRANK FISH 


À f a symposium on 
anxiety which was held at the Basle Universit 


A few of the con- 
al work, but most 
befits a symposium 
ntre the first major 
S a problem in the 
al science’, This is 
by Professor Pichot 
d rating scales in the 
Blaser describes an 


held in a German-speaking ce 
contribution is on “Anxiety а: 
history of ideas and in natur. 
followed by anexcellent review 
of the use of questionnaires an 
measurement of anxiety. P. 
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investigation of anxiety in which the вайо 
questionnaire was used to measure n zie 
mixed group of eighty depressives. Unfo p 
nately there was no correlation of the score OB cil 
anxiety scale of the questionnaire and clini T 
estimates of anxiety. L. Levi reports his Бант 
tion of catechol amine excretion іп the scp 
response to emotional stimuli. He found "e 
different emotions gave rise to a similar incre 
in the excretion of adrenaline in the (aam | 
Kónig discusses the literature on cirean 
changes in depressive patients and his investiga aa * 
of the corrected pulse pressure in different Ое 
of depression. He found that the pulse pressure ‘ae 
significantly higher in anxious agitated depress! 
than in retarded depressives and normals. ciety 
remaining contributions are on ‘Fear and eo 
in animals’, “group aspects of anxiety ‘ety if 
Psychosomatic aspect of anxiety’, ‘Anxie I a 
provoked boundary situations’, and ‘The Pi hing | 
cotherapy of Anxiety’. These add little or no 
to our knowledge of the problem of аме and 
Symposia on psychiatric topics are usefu 438 
Stimulating to the participants, but on in 
appointing when the proceedings are set САЗ 
cold print. This excellently produced book н 
trates this sad fact only too well. FRANK FIS 


The Cone 
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т ері of Identity. By DAVI 


65. 
EVITA. (Pp. 209. 42 s.) Paris: Mouton. 19 as 
Dr de Levita’s eclectic survey of the subject" ot 
well as his own personal formulations—a!e The 
Only timely put far-reaching and stimulating arly 
book can Only be described as a true scho? s 


: um 
plece of work. As with any such book, nO we * g 
mary Will do it justice and one can only pur 
mend its г 


:. f М 
Сайіпр with the certainty that sd 
"Рау generously the time and effort pne й 
© development of the concept of iden es 


; ime 
followed through the ages from the earliest ш 15 
to the Present too 
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dapi iect О 
Н: is time] subject о 
identity, etc. oir | 


Cent book testifies to. ot 


атп 
Тһе Scholarly Nature of the work shoul пф 
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readable. The arguments and expositions are 
always clear. It is to be hoped that a few German 
quotations that appear untranslated in this edition 
Will be translated in the next edition. 


| H. NAGERA 
É 


Psychoanalytic Supervision. By JOAN FLEMING 
and THERESE BENEDEK. (Pp. 239. $7.75, 
£2. 10s. 9d.) New York and London: 
Grune and Stratton. 1966. 

| This work is devoted to the study of supervision 
as a clinical teaching method in psychoanalytic 
training. While supervision is related mainly to the 
teaching of the art of psychotherapeutic com- 
Munication, it is also considered to be a setting in 
Which the development of professional attitudes 
and procedures is fostered, and a medium which 
Provides an opportunity for integrating complex 
diagnostic and psychotherapeutic skills. with 
theoretical knowledge. Fundamental to the pro- 
S655 of supervision is an understanding of problems 
ОГ communication; and the ultimate aim of super- 
Visory activity is the collation and synthesis of all 

Ose potentials which lead to the development 
Y the student as a sensitive and reliable psycho- 

; Analytic instrument. 

It is Suggested that much of the persistent con- 
“oversy amongst psychoanalytic educators as to 
© nature of the supervisory process is founded 
х1 an undue preoccupation with the conflicting 
te Of teaching the student on the one hand and 
st "n psychotherapeutic responsibility for the 
€nt’s patient on the other. The authors resist 

tig, temptation to get caught up in the ramifica- 

ИЛЗ of this dilemma and approach the topic by 
Come fuller recognition to the many problems 

ч. On to therapeutic and learning situations; by 

t 

Vis 


t 
Í 


he “taking а thorough-going investigation into 
o ducational processes inherent in the super- 
ra) Situation; and by attempting to define the 
er, Шаг skills, derived from psychoanalytic ex- 
Hey which enable the teacher to be more 
ive in his supervisory role. 
b bsg, 3 Svents in supervision are broken down and 
SE pe independently, and those components 
Че "à total process which facilitate learning are 
heu led. In this way a sequence of learning ob- 
theg 88 for students, which can be correlated with 
fore, “tical and technical requirements at dif- 
Stages of the student’s development, is 
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constructed. Similarly the supervisors” various 
teaching expectations are teased out in order to 
determine those aspects which facilitate teaching. 
The investigation goes on to illustrate that teaching 
activity in a supervisory setting can promote learn- 
ing only in the context of a teacher-student inter- 
reaction; an inter-reaction in which the teacher is 
aware not only of what it is he wants a particular 
student to achieve, but also of all the possible 
vicissitudes in the development of that objective as 
it is related to individual student's skills and 
limitations. Essential to teaching, if it is to be 
an experience that will lead to growth, is an 
understanding of communication as a product of 
the student-supervisor relationship. 

The skilful elaboration of this point of view leads 
to a convincing theory of supervision as a theory 
of teaching rather than a theory of learning. Less 
convincing is the argument that supervision 
as an experience involves the whole personality of 
both teacher and student. The importance of 
supervision in a general teaching programme 
appears here, more than anywhere else, to be 
over-emphasised, and is perhaps symptomatic of a 
tendency to treat supervision as a substitute for the 
personal training-analysis of the student. The kind 
of total involvement described would appear to 
be more appropriate to the supervision of psycho- 
therapy in those settings in which students do not 
enjoy the benefits of personal training analyses; 
or perhaps this total involvement becomes a 
necessity in psychoanalytic teaching programmes 
in which supervision does not always run con- 
currently with the students' personal analyses, but 
supersedes it, and to some extent replaces it. 

The processes of communication as they unfold 
in the supervisory setting are investigated and 
illustrated with the use of detailed clinical material, 
selected from transcriptions of tape-recordings 
made over a period of 6 years, and represented as 
*samples of what two supervisors did with two 
students at different phases of their professional 
development’. In the reviewer's experience psycho- 
therapeutic and supervisory sessions are com- 
pounded out of so much more than the content of 
the verbal exchanges that take place, that, especially 
in retrospect, recordings appear to be lifeless, dull 
and unrepresentative of the meaningfulness of the 
total process. For the authors, however, each fresh 
encounter with transcripted material provided an 
opportunity for experiential learning ‘as intensive 
and vital as the experiences we hoped to facilitate 
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in our students’. They amply demonstrate how 
they used such recordings to subject both the 
students’ psychic processes and the supervisors’ 
intuitive responses to a singularly productive cog- 
nitive scrutiny; a scrutiny which resulted in an 
objective, systematic and compelling study. 

This monograph does much to establish super- 
vision as a teaching method encompassing far 
more than the pedagogy of imitation and identi- 
fication. It achieves the rare distinction of bringing 
to bear a high level of abstraction and con- 


Reviews 


ceptualization to processes which relate essentially 
to intuition, empathy and experience. Although 
confined to the study of psychoanalytic super- 
vision it is a comprehensive work which lends it- 
self to generalizations applicable to all clinical 
teaching. It will be found to be of substantial value 
not only to psychoanalytic educators, but also tO 
clinical teachers in allied fields such as general 
psychiatry, clinical psychology and the social 
sciences in general. 

w. G. JOFFE 
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